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Abstract

This qualitative exploratory research study examined the experiences of older women (over
age 55) whose husbands had been admitted to a personal care home (PCH) in Winnipeg,
Manitoba within the previous twelve (12) months. In‐depth, semi‐structured, one‐on‐one
interviews were conducted with six (6) women. Socialist feminist and feminist caregiving
theoretical frameworks along with narrative analysis were used gain insight into the
participants’ material and emotional needs surrounding their experiences of having their
husbands admitted to PCHs. The women’s narratives highlighted the fact that changes in
women’s formal and informal supports began occurring years before their husbands’
admission to PCH. Furthermore, the diffusive and all‐encompassing role as a caregiver for
their families continued to play a central role in their lives even after the admission
occurred, shaping their material (financial, support service, housing, transportation) and
emotional (loneliness and grief) experiences. While women met their material and
emotional needs through a range of formal and informal services, the participants were
more likely to see their needs met through informal means. Additional themes emerging
from the research included those of guilt, entitlement, obligation, and reciprocity.
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Chapter 1 ‐ Introduction
Rationale for the Study
Due to factors such as lower birth rates, longer life spans, and the effects of an aging
baby‐boomer cohort (those born between 1946‐1965), Canada’s population is aging (Novak
& Campbell, 2006; Public Health Agency of Canada, 2005). According to Statistics Canada,
seniors (those aged 65 and older), represent the fastest growing population group in the
country (Public Health Agency of Canada, 2005), with their numbers expected to swell to
one quarter of the Canadian population by the year 2036 (Public Health Agency of Canada,
2005). Furthermore, the older population itself is also aging, with the number of people
aged 85 and older making up an increasingly larger percentage of the overall number of
seniors (Novak & Campbell, 2006). With the likelihood of greater care needs with advancing
age (Cranswick, 2002; Dellasega, 1991), the need for personal care homes is projected to
increase as well (Nolan & Dellasega, 1999; Nolan & Dellasega, 2000) . Personal care homes
permanently house an estimated seven percent of the older Canadian population (Novak &
Campbell, 2006). With the projection of larger absolute numbers of increasingly older
people in years to come, this percentage is expected to increase as well (Ryan, 2002). In
light of this demographic shift, the need to gain an understanding of how the personal care
home affects the lives of those who are part of the larger personal care home community
becomes apparent.
On the federal level, the Canada Health Act impacts public health and provincial
health legislation in this country. This Act makes no mention of long‐term residential care of
the elderly (Armstrong & Banerjee, 2009; Banerjee, 2009). Consequently, a great deal of
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variation exists from province to province with regards to policies controlling institutional
care of the elderly and it is difficult to compare services across provinces. Within Manitoba
however, long term residential care exists in one of three broad types: Assisted Living,
Supportive Housing and PCHs (personal care homes).
This research project focuses on the third type of residential care, the PCH.
Currently, Manitoba is known to have the highest rate of PCH placement in Canada with 126
beds per 1000 people over age 75 (Banerjee, 2009, p. 51), a statistic which is perceived to
be problematic by the provincial government. In 2006, the Manitoba government launched
its Long Term Care strategy called the Aging in Place initiative (Province of Manitoba, 2006)
in order to address this issue. This 80 million dollar initiative includes programs and capital
construction costs that cover a range of projects from upgrading existing PCHs to the
construction of a new PCH in south Winnipeg (Province of Manitoba, 2006). Part of this
strategy is intended to improve the quality of life for residents of PCHs by increasing single‐
bed rooms to 98% (Province of Manitoba, 2006). While having single rooms seems
obviously advantageous to residents, transitioning multi‐person rooms to single‐occupant
rooms will also result in a lower number of overall PCH beds available.
In ultimately aiming to keep frail elderly people in the community as opposed to
being admitted to a PCH, it becomes quickly apparent that this initiative stands to greatly
impact informal caregivers. Caregivers are given some attention within the provincial aging
in place initiative through the Caregiver Strategy (Manitoba, 2006). The Caregiver Strategy
proposes an increase in available hours of respite per week for caregivers as well as
providing enhanced meal laundry and housekeeping services. While this initiative shows

EXPERIENCES OF OLDER WOMEN

10

that while at least in theory, some consideration is being given to caregivers, in practice, the
strategy has yet to be passed or implemented according to Tara‐Lee Proctor, the director
and lead for the caregiver support strategy for (telephone conversation, September 20,
2010).
This current research, focusing on women’s experiences after their husbands have
moved to a PCH, targets those women who have placed their husbands since the launch of
the initiative, therefore having a perspective on both pre and post placement life. In
bringing forth these women’s voices which are largely absent from the current academic
and policy discourses, policy makers will have an opportunity to better understand the
impact of these initiatives on this population. Policies relying on families to provide care
and strategies such as this Long‐Term Care Initiative will always affect women to a greater
extent as women are more often caregivers (Cranswick & Dosman, 2008; Williams, Forbes,
Mitchell, Essar & Corbett, 2003).
In the case of a long‐term couple, the admission of one spouse into a personal care
home represents a major life event for more than just the individual making the move; both
partners’ lives stand to be altered as a consequence of the admission. In the current system
the allied health care team, along with resident families, create what is sometimes called a
‘caring partnership’ (Nolan & Dellasega, 1999; Ryan, 2002) in order to assess and meet the
needs of the resident. In a successful caring partnership, family members such as spouses
would be satisfied with their own level of involvement with the resident’s care and would
also feel the care team is responsive to their suggestions and input with regards to the care
of the resident (Davies & Nolan, 2003; 2004; 2006; Nolan & Dellasega, 1999; 2000; Ryan,
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2002). The unspoken assumptions of the caring partnership arrangement are that the
community‐based spouse has his/her own resources to draw upon when it comes to
adjusting to life after the admission; and that community‐based spouses are resources for
the PCH to use rather than clients in their own rights (Montgomery, 1982).
Addressing the impact of the admission on a resident’s spouse falls between the
cracks of formal services such as the caring partnership and the larger health care system.
While research has determined that caregiving does not end at the nursing home doors,
rarely is it acknowledged that nursing home doors swing both ways for these caregivers,
and just as adjustments must be made to the caregiving context on one side of the door,
other changes must be made to life in the community on the other side of the door. This
study will assist in addressing this gap in knowledge.
It is worth noting that in focusing on wives of PCH residents, this research study does
not target a majority demographic within the PCH environment. While it is true that
women are more than twice as likely to provide both paid and unpaid care for seniors
(Cranswick & Dosman, 2008) women residents outnumber men in a PCH (Banerjee, 2009).
Elderly spouses provide much of the care prior to nursing home entry regardless of gender,
but women tend to live longer than men, resulting in more women in the oldest
demographics. Additionally, women tend to marry someone older rather than younger
than themselves, making it more likely that husbands are cared for more often than their
wives (Bartlett, 1994; Cranswick & Dosman, 2008)
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Aims of the study
Due to the highly gendered nature of caregiving, as well as my own personal
worldviews, this research project employs a feminist theoretical framework and feminist
research principles. This study begins to uncover what occurs for women beyond the doors
of the PCH, going beyond their utility as unpaid caregivers for their institutionalized
partners. By looking at how the cumulative results of a lifetime of caregiving have situated
women after their husband’s move to a PCH, this research also assists in redressing the gap
in feminist literature that exists with regards to older women.

The central question to this research is: What are the experiences of older women
whose spouses have been admitted to a personal care home in Winnipeg, Manitoba, in
the past 1‐9 months? This central question is further broken down into three objectives:
1) to explore how personal care home placement of husbands affects their wives’ formal
support systems consisting of the PCH, community‐based health and social services,
finances, banking, housing and transportation;
2) to explore how personal care home placement of husbands affects their wives’
informal support systems (consisting of the spousal relationship, other (non‐spousal)
family, friends and neighbours);
3) to explore the formal and informal support system needs of older wives whose
husbands have been placed in a personal care home.

EXPERIENCES OF OLDER WOMEN

13

Researcher’s social location and expectations towards findings
In keeping with a feminist research tradition it is important that I locate myself in
relation to this research topic rather than assuming a neutral and objective stance (Brayton,
1997). I begin therefore with the background on how I came to this research topic. A few
years ago I had the opportunity to work at a day centre for community‐based older people.
Most of those who attended the centre did so to alleviate social isolation and to receive
some personal care. Families of attendees used the centre as a means of getting a few
hours of respite from their role as primary caregivers. Often, attendance at the day centre
meant that a frail older person could postpone moving to a personal care home, which was
one of the centre’s goals. As a result, I worked very closely with frail older people as they
and their families were at different stages of health and in many cases, attendance at the
centre ended when one of the service users was admitted to a PCH. I witnessed how
stressful and difficult this process was for everyone concerned.
After the admission, the centre lost formal contact with the individual and their
family. The assumption made by social services and those of us at the centre was that after
the admission, the informal caregiving tasks were over and any supports facilitating the
caregiver’s role were no longer required. While this assumption made some intuitive sense,
anecdotes surfaced from time to time from the community indicating an ongoing active
participation in caregiving and other life stresses. In the case of a spousal caregiver, the
admission process entailed huge changes in living arrangements and a disruption of family
patterns established over decades. As a consequence of these anecdotes, I started to
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reflect for the first time (I regret to say), on what my own grandmother experienced years
earlier, as my grandfather went into a personal care home and eventually passed away.
When my grandfather’s health started to fail, my grandmother was in her mid‐
seventies (she died several years ago). I remember her taking the bus (she never learned to
drive) great distances and in all weather, to visit him at the PCH facility. She wrote a cheque
for the first time in her life while he was there; she eventually sold her house and moved to
an assisted living facility. Because my own mother took such an active role in helping my
grandmother with these changes, prior to my job at the day centre, I primarily thought
about how the transition affected my grandfather, and not my grandmother. As a
consequence of my former work, which was focused on community life outside of the
personal care home walls, I was finally prompted to think about what the admission meant
for the partner who stayed behind: my grandmother’s experience, and by extension, the
experience of other women whose husbands are admitted into personal care homes.
My experience at the day centre predated my admission to the Faculty of Social
Work and my introduction to social work and feminist academic dialogues. Upon becoming
a student, it was an interesting experience for me to discover a body of literature that
looked at caregivers and the experience of caregiving from the perspective of the
institutions where social workers were employed such as the personal care home. I became
interested in finding a way to make experiences such as those of my grandmother relevant
to the current institution‐based body of literature.
In my original framing for the research, I was really interested in focusing on the
women’s lives outside of the caregiving role. As a result, I expected to hear stories that
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were more about adjustments in their private lives and personal struggles occurring
independently of their role as a caregiver. Yet, the women’s stories heavily emphasized
their ongoing role as caregivers to their husbands and families, so much so that I couldn’t
separate this role from the ‘rest’ of their lives as I expected. This unexpected finding caused
me to incorporate caregiving as a central focus of my thesis.
Due to my social location I also expected that my participants, like my grandmother,
would have marriages divided along traditional gender lines. Instead, in my interviews, I
was exposed to six very different kinds of marriages. I think I had imposed my own limited
view of what a marriage among this demographic would look like. Consequently I was given
the opportunity to re‐examine my own assumptions and perceptions of marriage and later‐
life marriage.
Definitions
It is important at this point to clarify some of the terms that re‐occur throughout this
work. This research is in the feminist tradition, which makes it very important to pay
particular attention to language and word usage as a means of drawing attention to and
subverting dominant thinking. I originally thought to avoid using the words ‘wife’ and
‘husband’ and instead employ the less‐heterosexist words ‘spouse’ or ‘common‐law / life
partner’. Because this research addresses gender, gender roles and the effects of living in a
gendered society, I was prompted to look more closely at the words ‘wife’ and ‘husband’.
The Oxford Encyclopedic English Dictionary defines a ‘husband’ as ‘a married man, esp. in
relation to his wife’ (Hawkins & Allen, 1991) and ‘wife’ as ‘a married woman especially in
relation to her husband’ (Hawkins & Allen, 1991). The relational nature of the words ‘wife’
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and ‘husband’ seemed appropriate in terms of this research though they still sat
uncomfortably. As this process continued, I became more aware of the heterosexist bias of
this research question, as well as its bias towards gender roles as defined by the dominant
Euro‐Western culture. I acknowledge the limitation of my study design for not addressing
the breadth and variety in family composition, structure and origin. After much reflection, I
decided to employ the words ‘wife’ and ‘husband’ rather than pretend this research was
inclusive of all family forms. I am, however, using the terms ‘wife’ and ‘husband’ in the
broadest sense of the words which are not meant to be limited to people who have
undergone a religious and/or legally sanctioned ceremony but include common‐law couples
and life partners. When I discuss existing research, I employ the terminology chosen by the
researchers themselves.
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Chapter 2 ‐ Literature Review

In this chapter I examine the literature pertaining to the theoretical underpinnings of
the research as well as discuss some of the findings from related empirical literature.
Theory
The foundational theoretical framework for this study is socialist feminist theory.
Theoretical models used to describe the cumulative financial and social disadvantages
experienced by women over the life course (Browne, 1998; Ray, 1996) and those
highlighting disadvantages of age intersecting with other social locations (T. Calasanti &
Zajicek, 1993; Hooyman, Browne, Ray, & Richardson, 2002) are likewise relevant to this
study. As the data analysis process progressed, it became clear that socialist feminism,
while helpful in guiding the investigation, was insufficient in helping to explain what the
participants were sharing in their interviews. As we will see in the data analysis section, I
was not expecting the participants to speak of their ongoing caregiving roles to the extent
that they did. As a result of this unexpected finding, I needed to look outside of my original
theoretical framework to incorporate a point of view that helped me make sense of their
experiences. Feminist caregiving theory provided the necessary addition to socialist
feminism that provided a more complete understanding of the findings. In this theoretical
literature review section, I will look at both socialist feminism as well as feminist caregiving
theory.
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feminist theory.
Feminist theory represents an ongoing process of trying to understand and explain
the conditions under which women’s lives are lived and should not be understood as merely
an abstract intellectual process (Jackson & Jones, 1998). Feminist theory does not
represent a monolithic homogeneous body of work but instead is a blanket term for many
“feminisms” (Beasley, 1999; Tong, 1998), each with its own history, focus and objectives
(Ross‐Sheriff, 2008). However, feminist traditions are similar in that they are historically
based in the assumption that women are systemically disadvantaged in comparison to men
(Browne, 1998; Tong, 1998).
Similarly, just as feminist theory does not just represent a single viewpoint, neither
are such viewpoints static over time. Jackson & Jones (1998) illustrate how the historic
labels of ‘liberal’; ‘radical’ or ‘Marxist’ are problematic classifications. They explain,
As feminism has evolved, theorizing has taken many different directions and
forms. Individual feminists have also changed their views over time and this is
evident in the reflexive, self‐critical tenor of much feminist work. Feminists are
constantly reflecting on their own ideas, changing their stances in response to
debates and challenges from other feminists. Hence individual theorists cannot
always be pinned down to a single statement of their position, since this is
continually being developed and modified. (Jackson & Jones, 1998, p. 2)

This constant evolution of theory acknowledges that it cannot be all‐encompassing;
nor can it explain “the world for all women, at all times, in all places” (Jackson & Jones,
1998, p. 8) Jackson and Jones (1998, p. 8) recommend applying the term “theorizing”
rather than “theory” in order to better capture the fluidity and evolutionary quality of the
process.

EXPERIENCES OF OLDER WOMEN

19

Using a feminist theoretical framework in this study provides a natural compliment
to social work research. The core ethics and values of social work including commitment to
social justice, the value of the dignity and worth of the person, and the importance of
human relationships (CASW, 2005) are reflected in feminist research. Feminist research
aims to minimize harm to others and the abuse of power in the research process through its
methodology (DeVault, 1999). Additionally, both social work and feminist research hope to
create social change which will benefit women and other oppressed persons. De Vault
(1999) feels that doing feminist research is itself a political act. Social workers are trained to
look beyond pathologies and individual problems to consider the wider social context
surrounding an individual. Feminist thinking maintains that ‘the personal is political.’ Both
feminist and social work worldviews stress the importance of working towards social
justice. These values are very important to me and using a theoretical perspective that
embodied these values was an important factor in using feminist theory to underpin this
research.
socialist feminism.
Feminist theorizing has general classifications, however mutable, based on their key
issues and targets for change. These classifications are most clearly understood in their
historical contexts. Socialist feminism is often discussed in relation to Marxist feminism.
Drawing a distinction between socialist feminism and Marxist feminism is difficult and a
matter of academic debate (Holmstrom, 2003; Tong, 1998). Rosemary Tong (1998) offers
her own understanding of the distinction between the two being more a “matter of
emphasis than of substance” (p. 94). Marxist and socialist feminism are often discussed
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together because both theories look to structural issues outside the individual for causes of
oppression.
According to Beasley (1999) Marxist feminism gained popularity in the 1960s and
1970s amongst certain Euro‐western feminist writers. Basing its theory on the writings of
Karl Marx, Marxist feminism understood the principle source of oppression to come from an
unequal class structure in which the means of production, and therefore power, were
owned by few. Marxist feminists saw sexual oppression as a secondary dimension to this
class oppression (Beasley, 1999) or, in other words, that men and women were united in
their experiences of class oppression. Marxist feminists advocated for organizational and
structural changes to society, paying close attention to women’s circumstances in relation
to waged labour.
Socialist feminism emerged in the 1970s as a critique of Marxist feminism. Socialist
feminism critiques the systems of social organization along the lines of both class and sex
(capitalism and patriarchy) (Beasley, 1999). Socialist feminism rejects the idea that the
cause of female oppression is due to either the class structure or patriarchy alone, but
rather the synergistic interplay between the two (Tong, 1998). The oppression of women,
according to socialist feminism, is not due to the actions of an individual, but is rather the
product of the economic, political and social structures surrounding that individual which in
turn are perpetuated by individual members of society (Ward‐Griffin & Marshall, 2003).
Tong (1998) provides an illustration; she states, “although there is no abstract capitalist law
mandating that the person who drops out of the workforce [to provide caregiving] should
be female rather than male, in most cases, the female rather than the male will be the one
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to quit work since on average, her wages will be lower than the man’s” (Tong, 1998, p. 111).
As per this example, a socialist feminist perspective targets ways in which capitalism and
patriarchy work together to subordinate women.
There are some writers (Curthoys, 1994, & Cockburn, 1988 for examples, cited in
Beasley, 1999) who feel that socialist and/or Marxist feminism both fell out of favour in the
1980’s and feminist dialogues have since moved in other directions (Beasley, 1999).
However, this view does not go unopposed. While feminist literature in general has
historically neglected the consideration of age, or age‐based discrimination, more recent
writings (Aronson, 1998; Aronson, 2002; Aronson & Neysmith, 2006; Browne, 1998;
Calasanti, 2004; Calasanti & King, 2007; Calasanti, 2008; Neysmith, 1995; Neysmith,1998,
Neysmith & Reitsma‐Street, 2005; Neysmith & Reitsma‐Street, 2009; Pohl & Boyd, 1993;
Ray, 1996; Ray, 1999; Ward‐Griffin & Marshall, 2003) to list but a few, are beginning to
rectify this oversight. In particular, socialist feminist perspectives provide very useful
vantage points from which to view the issues and experiences of aging. Feminist
gerontologists have used socialist feminism to explore aging‐related topics as varied as
retirement, to health care to the family (see volume 7 number 2, of the Journal of Aging
Studies for a compilation of articles from an explicitly socialist feminist approach).
An important evolutionary stage in more current socialist feminist writing (and
feminist writing in general) is the increasingly broader understanding of the nature of
oppression than what was originally conceived in the so‐called ‘second wave’ feminist
writings of the 1960s and 1970s. While these earlier works focused primarily on gender and
class as the basis of oppression, current feminist dialogues are grounded in an “an
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appreciation of power relations, wherein all groups are situated in relation to one another”
(Calasanti, 2004, p. 4). This increasing emphasis on intersecting social locations such as on
the basis of race, class, sexual orientation, age, health, ability etc., has moved the historical
definition of socialist feminism (women are subordinate as a result of a combined effect of
capitalism and patriarchy) to consider diversity amongst men and women, and the
relationships of power seen as complex and constantly moving.
The relational nature of power is perhaps a useful starting point for looking at the
application of socialist feminist theory to the present research. Heterosexual marriage
represents the quintessential marriage relationship (Calasanti & Zajick, 1993). Feminists
see gender as socially constructed by both men and women and played out in relation to
one another (Calasanti & Zajick, 1993). Marriage relationships themselves vary a great deal
across cultures, classes, and history. Socialist feminism, when applied to gerontology,
allows for a close examination of how the gendered roles in a marriage evolve over time, or,
in the case of the present study, when a change occurs in that relationship, such as a
husband’s admission to a PCH. In addition, socialist feminism allows for an analysis of how
the changes are not uniform for all women, and that other aspects of a woman’s social
location will result in women experiencing this change differently.
One of the key benefits of a socialist feminist perspective is that it incorporates both
the ‘private’ and the ‘public’ spheres in its analysis. Socialist feminism looks at how men
and women live within a social milieu that permeates all aspects of their lives from the
privacy of a marriage relationship to broad structures that shape our societies. The private
and public spheres and more importantly, the influence of one upon the other are
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important considerations from this perspective. Because this study looks at the changes in
both formal and informal networks of women after their husband’s admission to a PCH, a
framework that considers the impact from these multiple dimensions is essential. Again,
socialist feminism resists the assumption that men and women are homogeneous and that
a husband’s admission will impact wives equally, but considers how this experience will vary
greatly from person to person based on factors such as class, race, ethnicity, age, gender,
ablism and sexual orientation.
Insofar as income is concerned, socialist feminist work has historically provided
useful critiques of the waged labour system, shedding light on how women are less
financially independent than men due to interrupted work careers as a result of their
reproductive roles, as well as their over‐representation in low paying work which generally
has less security and fewer benefits (Ray, 1996). We see too that the elderly are
consistently disadvantaged in comparison with younger workers (Browne, 1998; Calasant &
Slevin, 2001; Coyle, 1997; Palmore, 1997). Consider the fact that women of any age earn
less than their male counterparts, and middle‐class white women in this study’s
demographic were often unpaid full‐time caregivers or had incomes that were from part‐
time jobs made to fit around family caregiving. At the same time, society dictates that it is
more socially acceptable for women to marry an older rather than a younger man (Palmore,
1997). These social facts, in combination with the fact that women actually live slightly
longer than men (Novak & Campbell, 2006), creates a reality in which husbands ‐ who have
more secure incomes ‐ age and die sooner than their financially dependent wives (Browne,
1998).
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Socialist feminism couches its analysis in issues such as the division between private
and public life, with women usually taking on the responsibilities in the ‘private’ world of
the home and men occupying their place in the ‘public’ one. One of the dimensions of this
division is the gendered division of labour. We can postulate how a lifetime of household
labour divided along gender lines creates changes after a spouse moves to a nursing home.
As in the case of my own grandmother, decisions surrounding home maintenance,
transportation, finances and legal affairs are possibly undertaken for the first time (Bartlett
& Font, 1994; Braithwaite, 2002). Another dimension of this private/public division that is
worthy of consideration is what happens when a private task (caregiving for one’s husband)
is removed to a ‘public’ setting (the personal care home) and what are the social and
institutional repercussions to women who relinquish their socially dictated responsibilities
to the public realm (Aronson, 1998; Payne, 2005)?
feminist caregiving.
“Caring”, say Baines, Evans and Neysmith, “refers to the physical, mental and
emotional activities and efforts involved in looking after, responding to and supporting
others” (Baines, Evans & Neysmith, 1998, p. 3). One idea that was very clear in the data
analysis process of this research was the fact that the ongoing provision of care to their
husbands continued to play a very central part of the participants’ lives. As a result of this
finding, I explored feminist caregiving theory and applied it to the findings to help make
sense of the women’s experiences.
This next section provides an overview of feminist caregiving theory but before
doing so, it is important to note that feminist caregiving theory is not dissonant with
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socialist feminism. In fact, starting the research from a socialist feminist perspective helped
enable me to ‘hear’ the pieces of the participants’ stories that spoke to their lifetime
involvement with caregiving. Baines, Evans and Neysmith (1998) indicate that, “the current
construction of caring labour results, primarily, from the organization of relations in a
capitalist and patriarchal society” (Baines et al., 1998, p. 9). This point of view has a socialist
feminist foundation, which looks at how the market‐economy and patriarchal organization
of our society shapes women’s realities. Caregiving in our Euro‐western society is most
often done by women, both for pay in the caring professions such as social work, nursing
and teaching, as well as without pay as mothers, daughters, and friends (Baines et al.,
1998), which makes it a very important topic within a broader feminist discourse. Both
theoretical frameworks enable us to look at the life course of an individual, which was
important in this study, as well as to be sensitive to the interplay of the macro and micro
worlds in women’s experiences. Both theoretical frameworks also bridge the ‘private’ and
‘public’ realms of women’s lives. Further, the two frameworks address how phenomena
such as caregiving are not experienced by all women equally, and that race, class, sexuality,
age, ability etc. of women can mean a vastly different experience across individuals.
A feminist approach to caring theory analyzes the “ideological context” shaping
relationships between providers of care and the recipients of care, and seeks to “expand
women’s choices and control over their lives”(Baines et al., 1998, p. 8). In the opening
chapter of the book Women’s Caring: Feminist Perspectives on Social Welfare, editors
Baines, Evans and Neysmith (1998) present four central themes that characterize the
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framework of feminist caregiving theory which outlines the basis for my understanding as it
is applied in the current study.
The first theme critically explores the ‘naturalness’ of women’s caregiving and starts
from a vantage point which rejects the idea that women are inherently more suited to
caring work than men for biological reasons. Rejecting this ‘naturalness’ of women’s
suitability for caring work enables us to see the “consequences and contradictions” that the
provision of care for others creates in women’s lives (Baines et al., 1998, p. 9). This theme
provides a basis for exploring the complex interactions of social “structures, material
conditions and ideology” (Baines et al., 1998 p. 9) that perpetuate women’s roles as
caregivers as well as women’s own agency in these interactions.
The second theme focuses on the different experiences of caring across social
locations. Baines, Evans and Neysmith (1998) caution that, “gender is only one aspect of
women’s identity” (Baines et al., 1998, p. 10). Women across different class, racial, sexual,
economic, and cultural backgrounds will be very differently impacted by caregiving. This
theme enables us to avoid treating the notion of caregiving as a universal experience for all
women and look closely at how caregiving affects women differently. In terms of the
present study, this theme allows us to explore some of the particular challenges facing
caregivers in their later years.
The third theme looks at the location in which care takes place. The theoretical
model of feminist caregiving rejects the idea that the best care is given in the family home
by unpaid family members while all other ways of providing care (such as for pay or in a
PCH) are inferior. Baines, Evans and Neysmith assert that “both poor care and good care
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occur across a variety of settings, whether paid or unpaid” (Baines et al., 1998, p. 12). This
theme opens space to explore the real costs of caregiving, be they financial, emotional or
otherwise. Furthermore, important concepts within this theme are those of “caring for”
and “caring about” which help draw a distinction that is particularly relevant to the
participants of the study ‐ those who continue to “care about” their husbands while the
“caring for” has been, at least in part, taken over by the PCH.
The fourth theme of this theoretical perspective explores our collective societal
responsibility for caring for others. This theme enables a look at the social welfare systems
in place for supporting the citizens of our country, and explores who benefits differently
from programs and the consequences of changes to the welfare state and our market
economy. The editors contend that “caring is everyone’s work and to achieve this requires
a redistribution in the responsibilities assigned to women, to men, to states and to markets”
(Baines et al., 1998, p. 14).
In addition to these four foundational themes, more recent work in the feminist
caregiving theoretical model uses the concept of provisioning (Neysmith & Reitsma‐Street,
2005) to deconstruct the dominant perception of human interactions as taking place in a
market economy. While the dominant view sees men and women through the lens of their
breadwinning capacities and frames caregiving issues through this same narrow scope, the
concept of ‘provisioning’ provides an alternative way to describe, “the work of securing
resources and providing the necessities of life to those for whom one has relationships of
responsibility” (Neysmith & Reitsma‐Street, 2005, p. 383). The authors suggest that using
such a term not only more adequately captures the relational dimensions of people’s lives
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as well as the breadth of work that must be undertaken far beyond what the dominant
ideas set forth by a market‐economy ideology, it also allows a starting point for challenging
social policies that use market‐economy arguments of debt reduction and globalization to
justify the ongoing erosion of social welfare programs. The concept of provisioning
furthermore enables us to set aside the private world of family versus the public world of
policy and employment distinction that has hampered discussion on caregiving due to the
fact that this distinction is not one made by caregiving women themselves (Neysmith &
Reitsma‐Street, 2005).
Researchers working from a feminist caregiving perspective use the central themes
and concepts to examine a range of issues arising across caregiving situations and social
locations. Of immediate importance to the current study is the work in this feminist
caregiving tradition which looks at women’s experiences as aging caregivers and to some
extent, recipients of care. We will look again at the four themes of this feminist caregiving
model and situate the research within the themes.
Within the first theme, which rejects caregiving as a natural biological fit for women
in order to examine social structures which perpetuate the role of women as caregivers, we
see the work of Aronson (1992) who looked at women who cared for their elderly mothers.
She found that the lack of support by the public sector, coupled with a general lack of
assistance by male family members fed women’s own sense of responsibility and obligation
to provide care. Because of the strong societal expectation that women should provide
care, the participants found it difficult to raise objections or voice complaints.
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Also within this theme, Altschuler’s (2001) work looks at the meaning women
ascribe to their caregiving activities across their life spans. In this study, 53 older women
were interviewed to determine the meaning they gave to caregiving activities across their
life spans and how they came to take on care tasks. The author found that women often
took on tasks automatically without even realizing their day to day activities consisted of
care tasks. The participants of this study saw “doing good deeds, helping and providing care
for others is a deeply felt, ongoing, integral part of their identity over the life course”
(Altschuler, 2001 p. 96). The participants felt that their compassion towards others spurred
them on to performing caring tasks. The study also found that as women aged, for different
reasons, they felt more able to set limits on the care tasks they performed.
The third theme, looking at the location of care and challenging the notion that the
best care be provided without pay by female family members, is explored by Aronson
(1998), who looked at aging mothers and their caregiving daughters in order to examine
both sides of a caring relationship. Aronson’s work explored the question of how we can
“find a way to meet people’s needs that value and enhance the interests and welfare of
both care providers and care receivers”(Aronson, 1998, p. 115). In her research, Aronson
interviewed thirty‐two (32) women who identified as either an aging mother of a daughter
or daughter‐in law, or a daughter/daughter‐in‐law of an aging mother. Through her
research, Aronson explores how a constantly eroding public support system shapes
relationships between these parties and the consequences that asking for and providing
help have on her participants’ sense of self. Amongst some of her findings emerged the
notion of guilt at not doing enough as caregivers. Aronson also explored an internal
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struggle for the women providing care about setting limits to protect themselves from
overwork and self‐sacrifice as a socially sanctioned expectation. This idea of protecting the
self from over‐committing to caregiving tasks in later life emerges again in Altschuler’s
(2001) work.
While all feminist caregiving research written from the theoretical standpoint
described above will address the fourth theme ‐ that of drawing attention to ways in which
the social welfare structures can be improved to better respond to the diverse needs of
caregivers ‐ some works particularly exemplify the fourth, which seeks to find new ways of
framing caregiving as a societal responsibility and not just the responsibility of female
unpaid family members. On this topic we find work which fundamentally challenges our
current social structures through the introduction of the concept of provisioning (Neysmith
& Reitsma‐Street, 2005). In their 2005 work, the authors used interviews with low‐income
women across several Canadian cities, asking participants who they felt responsible for and
what strategies they employed to meet both immediate and longer‐term needs of those
people. This original study propelled more work by Neysmith & Reistma‐Street (2009). The
2009 work looks specifically at the interviews with 29 older participants to determine that,
contrary to public discourse that positions older women as dependent and burdensome to
social welfare, older women take on a large amount and a diverse range of provisioning
work. Again, the participants expressed feeling responsible for other members of their
families and needing to negotiate their provisioning tasks with the realities of their aging
bodies.
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In another study, Aronson (2002) looked at how cutbacks in homecare were
affecting women in their everyday lives. Through a series of in‐depth interviews with
twenty women over the course of four years, the participants were asked to talk about their
experiences of receiving home care. Aronson identified several themes including; “taking
charge”, “pushed over the edge”, and “restraining expectations”. The theme of Restraining
Expectations recounts the story of women who, “adjusted silently to the shortcomings of
home care, stoically making themselves smaller as they found their previous orbits and
identities unsupported”(Aronson, 2002, p. 399).
Empirical Literature‐Research findings
This next section presents key articles from the literature in relation to the three
research objectives of the study.
formal systems.
In this section, we look at some of the literature pertaining to the experience of
older women whose husbands have entered a personal care home insofar as these
women’s dealings with more formal systems is concerned. By ‘formal,’ I am referring to
their dealings with the PCH itself, community based health and social services, finances,
banking, housing and transportation as opposed to the ‘informal’ systems of family, friends,
and neighbours.
the personal care home.
Most of the research dealing with the relocation to personal care from the
perspective of the family looks at what happens in the personal care home itself. The wives
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of residents must familiarize themselves with a new setting and set of schedules, as well as
many new relationships with administrators and care staff within the personal care home.
An important feature of the personal care home is that it represents a setting where formal
and informal relationships intersect and become enmeshed. In essence, it is the
relationship with the resident (informal relationship) that brings the families in contact with
the PCH staff (formal relationship) to begin with, and it is difficult or almost impossible to
see the formal relationship independently of the informal one. Therefore, I think it is
important to point out that dividing the PCH literature along the lines of formal
relationships and informal relationships, as I did in this review, although useful in the
analysis, represents a somewhat artificial distinction.
When families of new residents enter the nursing home, they are brought into
contact with a new network of people who provide personal care for their loved one. Nolan
& Dellasega (1999) refer to the relationship between staff and families as ‘caring
partnerships’. The success with which families and staff negotiate these new relationships
with each other is an important factor for the resident’s quality of life (Gaugler, 2005).
Additionally, good staff‐family relationships were also found to benefit the families
themselves (Gladstone & Wexler, 2002b) .
Davies & Nolan (2006; 2003; 2004) published three works based on a study in which
37 semi‐structured interviews were undertaken with 48 people who had assisted a loved
one move to personal care. The data analysis revealed three phases of the transition for
these caregivers: ‘making the best of it’, ‘making the move’, and ‘making it better’. In each

EXPERIENCES OF OLDER WOMEN

33

phase, the authors found 5 thematic experiences that occurred across a continuum they
consider to be predictors of a successful nursing home placement:
‐‘feeling no pressure‐under pressure’: referring to the degree to which family
members are able to make decisions and voice their desired outcomes or to conform and
hide one’s own needs;
‐‘being in the know‐working in the dark’: referring to the degree to which the
participants felt they had access to necessary information and were able to play a
meaningful part in the decision making and ongoing care of the resident;
‐‘working together, working apart’: referring to the degree to which the participants
were able to collaborate with the care staff;
‐‘being in control, losing control’: referring to the degree to which family members
can maintain some sense of power in decision making for their own and their relative’s
future;
‐‘feeling supported‐feeling unsupported’: referring to the degree to which other
people are sensitive to how the transfer to PCH affects the family and the resident and
make themselves available (Davies & Nolan, 2003, Davies & Nola, 2004, Davies & Nolan,
2006).
In all phases, the authors conclude that experiences of the family caregivers are
ameliorated when they feel they are working in collaboration with the formal care staff to
provide care for the resident. Likewise, Tonatore & Grant (2004) find that caregiver
satisfaction with care in the institution is likely to occur when caregivers have a sense of
involvement and control in the care of the resident.
In addition to above benefits to the resident and family, is the contribution to the
smooth running of the institution. Some research looks at family experiences of the PCH
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from the perspective of role transition describing informal caregivers and how they
negotiate a place for themselves within the routine of the institution (Davies & Nolan, 2006,
Dellasega & Nolan, 1997; Hand & Florsheim, 2002). Ward‐Griffin et al. (2003) studied the
dyadic relationships between families and nurses within the PCH and discovered four types
of relationships: ‘conventional’, in which the nurse had all the power and families were
relegated to visitors; ‘competitive’, in which families and nurses struggled for the power in
the relationship; ‘collaborative’, in which nurses and families worked together for the
benefit of the residents; and ‘carative,’ in which the nurses supported and cared for families
of residents in their own right. ‘Conventional’ and ‘competitive’ relationships were
associated with a focus on the resident while ‘collaborative’ and ‘carative’ relationships
were more family‐focused. ‘Conventional’ and ‘carative’ relationships were associated with
low‐levels of family involvement in the resident’s care while ‘competitive’ and ‘collaborative
relationships’ had higher family involvement. A number of factors such as the policies of
the nursing home, individual nursing philosophies, age of the family members among many
others, played a part in determining the type of relationship that developed.
Milligan’s (2005) study talked about caregivers’ sense of feeling at home in the care
home environment. One key element to feeling ‘at home’ Milligan found, was the sense of
having strong inter‐relationships with the formal care staff. Participants in Milligan’s study
also described an aspect of a poor relationship, or keeping the PCH from feeling like a
‘home’. One aspect included when the formal staff made the participants feel ‘difficult’ or
‘like a nuisance’ when questioning care practices.

EXPERIENCES OF OLDER WOMEN

35

Within the PCH itself, whether in competitive or collaborative relationships, care of
the resident by the informal caregivers is ongoing. Christine Milligan (2005) delineates four
types of tasks undertaken by informal caregivers within the PCH. In her study involving
audio narratives by twenty informal caregivers from New Zealand with a spouse or close
family member in a care home, the author identifies first of all, physical care tasks including
feeding, personal care such as cutting nails, washing, changing and laundering clothing,
purchasing of necessities and extras. Secondly, Milligan describes social care tasks such as
visiting or entertaining within the care home or taking the resident from the home to
appointments or recreational or social events. This task also includes keeping the resident
informed of outside happenings such as local or family events. Thirdly, Milligan describes
emotional work such as demonstrating affection and love, providing emotional support and
companionship to the resident. The fourth task described by Milligan is monitoring the care
provided to the resident, checking hygiene and appearance as well as monitoring
medication. An additional aspect that Milligan discusses is the monitoring role for other
residents of the PCH, making sure the quality of care is present to other residents as well.
Nolan, Keady and Grant (1995) likewise delineate the types of care families provide within a
nursing home and argue that policies in the home must include the informal caregiver’s
own definitions of what ‘caring’ for the resident involves, which extends beyond simply the
provision of physical care tasks as defined by the institutions themselves.
In a British study, Ryan (2000) concludes that families were mostly satisfied with
their roles and with the care provided in the nursing home, but notes some differences in
perception of involvement between family members and staff. These differences can
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become sources of conflict. Bauer (2006) interviewed 30 nursing home staff members to
determine how they experienced working with residents’ families. He finds that in many
cases, despite the rhetoric of partnerships between families and staff members, many of
the staff’s attitudes cast families in a competitive or adversarial light, seeing them as
needing to be controlled. In another study, Russell & Foreman (2002) conducted focus
groups with staff members and management, interviews with residents, and surveys with
59 family members of residents to examine the perceptions and expectations of all parties
with regards to the roles of the visiting family members in a nursing home. They similarly
find that although there is agreement that visitors are important in the nursing home,
families do not feel included in ongoing updates on their relative’s progress as well as
involvement with certain aspects of care. Finding ways to minimize conflict between staff
and family through formal intervention is important, a conclusion reached through multiple
studies (Gaugler, Anderson & Holmes, 2005; Haesler, Bauer & Nay, 2006, Haesler, Bauer &
Nay, 2007).
Other studies take the ‘carative’ approach (Ward‐Griffin et al., 2003) and look
beyond family members as being merely “servants” (Montgomery, 1982) of the nursing
home, an extra set of hands to help with the caregiving tasks for the residents, and look at
the responsibilities of the PCHs towards families. Montgomery (1982) examined the family
policies of twenty‐seven rural nursing homes to determine the extent to which they are
focused on families as a means of determining how the policies can positively benefit family
integration into the care of the resident. Montgomery narrows her study to three nursing
homes and grades their policies on a continuum which at one end sees families as servants
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of the nursing home, and at the opposite end perceiving families as clients of the nursing
home. Montgomery finds that families continue to care for the residents regardless of the
policies, but also finds that families treated more as servants than clients integrate
themselves less in the care of the PCH. Her findings suggest that viewing families as clients
is beneficial in integrating them into the care for their relative.
Cheryl Tilse (1994) interviews eighteen (18) older individuals who placed their long‐
term partners in PCH facilities as well as seventy‐two (72) staff members in order to link an
understanding of the experience of placing a long term partner, with an exploration of how
residential facilities treat such family members. She finds that spouses of residents have
needs of their own and require support themselves. Three Canadian nursing researchers,
Ross, Rosenthal, & Dawson (1993) also look at the responsibilities of institutions towards
the residents’ families. Their literature review examining elderly wives’ experiences of
spousal caregiving following institutionalization concludes that a greater collaboration
between nurses and caregivers is needed to accommodate some spouses’ desire to
continue caregiving post‐admission. In one section, the authors call on nurses to “observe
and be responsive to signs of depression” (Ross et al, 1993, p. 1537) and attribute some
spouses’ involvement in continued care as a possible coping mechanism that may or may
not be successful. This finding is mirrored in Goldstein’s (1983) article which details a case
study of a spouse of a PCH resident who receiving counselling sessions to help her deal with
the many changes in her life stemming from the admission.
Ross, Rosenthal & Dawson’s (1993) literature review propelled a further study by
this team exploring spousal caregiving in the institution through the visiting experience
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(Ross, Rosenthal & Dawson, 1997a; 1997b). Forty‐six (46) wives answered fixed‐choice and
open‐ended questions at five different points in a 9‐month period on a number of topics
such as the situation of wives upon the admission of their husbands, the motivation and
frequency of the visits, how the women feel about these visits, what is done during the
visits and the relationship of visiting to the women’s “ongoing and evolving involvement
with their husbands over time” (Ross, Rosenthal, & Dawson, 1997a, pp. 474‐475). The
discussion of the implications for nursing revisits the idea that long and frequent visits
might be a possible sign of difficulty adjusting to the transition. The authors state that
these women are spending long hours away from their homes and “other responsibilities”,
and may need support and encouragement to “balance their visiting with other dimensions
of their lives” (Ross, et al. 1997a, p. 482).
The nursing implications and roles of family members in the PCH setting is becoming
well‐documented and in‐roads are being made in the theorizing and intervention guidelines
for health and allied health professionals working with residents’ informal caregivers. For
the purposes of the current study, however, this body of literature discusses only a small
piece of the larger question. While these studies provide excellent insight into the
emotional experiences of informal caregivers throughout the trajectory of their loved‐one’s
transition to long‐term care, many of the researchers consider spousal caregivers together
with sons, daughters, grandchildren and other primary caregivers. Furthermore, these
studies rarely look at the gendered experience of the caregivers as they negotiate a place
for themselves within the personal care home. Although it is becoming very clear that
placing a loved one in personal care is a momentous event (Davies & Nolan, 2003; Davies &
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Nolan, 2004; Nolan & Dellasega, 2000; Ross et al., 1993, Ryan, 2002), looking at this
experience within the solitary setting of the personal care home, and through the narrow
scope of the individual’s capacity as a caregiver is limiting. We are missing much
information on what is happening in the rest of that individual’s life.
Beyond the PCH walls, much less is known about the experience of older women
whose husbands are in care. In terms of finances and banking, the review of the literature
again reveals few studies that look specifically at this population group. Hancock & Wright
(1999), using UK data from the Family Expenditure Survey on the incomes of older married
couples, explore the financial implications for couples where one spouse lives in the
community while the other is in institutional care. They conclude that community‐based
wives are more likely than husbands to have low incomes and consequently turn to means‐
tested government benefits. In a US study, caregivers for those with dementia commonly
cited worries about finances during open‐ended questioning (Morgan & Eckert, 2001).
Williams, Forbes, Mitchell, Essar and Corbett (2003) find that low income caregivers
experience greater distress and have greater need for support and education than those
who could afford to pay for extra services.
finances.
Manitoba Health calculates the fee for residential care on a sliding scale based on
the combined income of both spouses as determined by income tax assessment from the
previous year. At the time of writing, this fee ranges from $31.30 per day at the low end
and extends up to $73.40 per day as the maximum. The calculation used to determine the
daily rate of a given resident is such that in the case of a married couple, the community‐
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dwelling spouse should be left with an annual income of $30,240 (Manitoba Health, n.d.).
This income rate represents double the combined rate of old age security (OAS), the
guaranteed income supplement (GIS) and the fifty‐five plus rate (Manitoba Family Services
and Consumer Affairs, n.d.). All other income over and above the $30,240 is eligible to be
applied to the PCH residential charges.
Subjective information on how women experience their financial lives after their
husbands are in personal care is also found in a qualitative study by Bartlett & Font (1994).
Exploring the lives of eight older Hispanic wives in the US whose husbands were in long‐
term care, the study finds that these women were undergoing financial hardships (1994).
On average, these women lived on $7000 dollars per year, with most living on $450 per
month (Bartlett & Font, 1994, p. 85). This research also indicates that a “significant portion”
of their cheques were spent on the purchase of food for their husbands and on
transportation to and from the nursing home (Bartlett & Font, 1994, p. 85).
The dominant Euro‐western family structure sees men as the principal wage earners
and money managers in the family, and in marriages whose roles are divided along
traditional gender lines, financial management is a role that is traditionally ascribed to men.
In a study from the faculty of communication studies, Braithwaite (2002) examines the role
additions and deletions for wives whose husbands move to residential care as well as how
these women represented their identities and their relationships with their husbands in the
nursing home. Using in‐depth face to face interviews with twenty‐one (21) wives,
Braithwaite found that the women experienced both instrumental and social role changes
after their husbands’ admission and specifically finds that many of the participants report
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taking on the responsibilities of financial management as a consequence of their husbands’
health deterioration in later life (Braithwaite, 2002).
housing.
Another under‐studied ‘formal’ support is housing. While I found no studies that
specifically examined housing arrangements of community‐dwelling spouses after the
admission of their partners, some information emerged in other research. Braithwaite
(2002) notes that women often take on home maintenance above and beyond their more
traditional roles of cooking, shopping, and interior cleaning after a husband’s transition.
However, we do not know how these additional roles are managed, or what factors might
lead women to sell their homes and move. Some studies explore the emotional dimensions
that might accompany living alone in the community, touching on the loneliness felt by
spouses of residents as they continue life in the community alone (Bartlett, 1994;
Mackenzie & MacLean, 1992; Milligan, 2005).
transportation.
One final category under the ‘formal’ heading is transportation. Transportation
refers to both public transportation on busses and taxis or organized carpool services, as
well as transportation in a privately owned vehicle. With increasing age comes a greater
problem with transportation, regardless of gender (Novak & Campbell, 2006). Although
very little research examines transportation in this population group, there were some
indications that problems could exist. For example, Ross, Rosenthal & Dawson (1997a) in
their longitudinal study of wives’ visiting experiences find that most women were able to
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manage their own transportation but a small minority describe difficulties such as the
expense of parking, transferring on public transportation in poor weather, and physical
limitations that mean they require accompaniment (thus limiting their visiting times).
Bartlett & Font (1994) also mention transportation in their study. Each of the eight low
income Hispanic participants report significant difficulties with transportation including
inconvenient public transportation, no private vehicle transportation and no taxi money.
informal systems.
In this section, I review the literature that looks at how personal care home
placement of husbands affects their wives’ informal support systems. By ‘informal’, I am
referring to spouses, other (non‐spousal) family, friends and neighbours, who interact with
the older women in an unpaid capacity (Novak & Campbell, 2006).
the spousal relationship.
There is a body of research that examines the relationship between the resident and
the primary informal caregiver without making a distinction between spouses, adult
children, siblings, grandchildren or other network members (for examples, see Chene, 2006;
Dellasega & Mastrian, 1995; Gaugler, Anderson, Zarit & Pearlin, 2004; Grau & Teresi, 1993).
More useful for the present review is that body of research that deals with the impact of
the PCH placement on the spouses alone.
Christine Milligan’s (2005) findings demonstrate that spousal caregivers experience
something different after the admission than other family members. She provides a look at
the caregiving experience from a geographer’s background, exploring the interplay of the
physical and the emotional aspects of caregiving with a shift in the location of care from a
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private home to the semi‐public context of a nursing home. Twenty informal primary
caregivers provide audio narratives focused on the topic of caregiving before, throughout
and after the institutionalization of a loved one. The perspective of the effects of changing
geography on caregiving is important for highlighting the effect ‘place’ has on the
relationship between the resident and the family member. The author, like in many of the
other studies, calls for better supports for informal carers both during and following the
transition. She likewise reports that spouses experience loss of companionship and
loneliness after their partner is institutionalized. Another study (Yamamoto‐Mitani,
Aneshensel, & Levy‐Storms, 2002) found that in comparison with other family members,
spouses are also found to visit frequently and for longer periods than other family
members.
Other research (King, Collins, Given & Vredevoogd, 1991; Majerovitz, Steinmayer &
Singh, 2002) specifically compares the experiences of spouses and non‐spouses. Using a
number of qualitative indicators, with a group of 35 family caregivers at three points during
the first year after admission, King et al. (1991) determine that spouses are more likely than
other family members to report an increase in stress related to their own health as well as
their finances. Majerovits, Steinmayer and Singh (2002), found in their qualitative study
comparing spouses and other kin on early adjustment to the nursing home placement, that
unique to spouses is the expressed wish to return to the relationship they have lost. They
also express difficulty with the loss of their caregiving role and access to the resident
(Majerovitz et al., 2002; Majerovitz, 2007).
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Kaplan & Ade‐Ridder (1995; 2001) examine the impact of nursing home placement
on the marriage relationship in order to determine the degree to which the spouse of the
institutionalized person with Alzheimer’s disease still feels married (an ‘I’ versus a ‘we’). In
the preliminary (1995) study, Kaplan & Ade‐Ridder interview women about their feelings of
couplehood and determine three categories ranging from strongest feelings of couplehood:
“till death do us part,” to no feelings of couplehood; “unmarried marrieds.” In 2001, Kaplan
builds on this earlier work and interviews 68 community‐dwelling spouses (both men and
women this time) and determines that the respondents fall into one of five categories,
having added some intermediate groups to the original three. Kaplan’s studies highlight the
varying experiences of marriage and how institutionalization and the disease process
impact that experience. These findings have important implications for working with
spouses of institutionalized persons as they draw attention to the fact that spouses perceive
their couplehood relationship in a variety of ways and institutionalization may not
necessarily alter one’s perception of that relationship.
Gladstone (1995) likewise develops a set of thematic groupings which both
community dwelling and institutionalized spouses use to describe their marriages. He
concludes that the relocation of a spouse to a nursing home does not necessarily affect
either spouse’s perception of marriage, particularly when, “they feel they are able to
continue being active participants in the marriage or in, on a psychological level, an image
of themselves as a married person is not disrupted” (Gladstone, 1995, p. 58). Furthermore,
Gladstone concludes that changes in the marriage relationship occurring after a spouse’s
relocation are more likely resulting from deteriorating health than with the move. Finally,
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both the resident and community‐dwelling spouses provide support to each other. These
supportive interactions represent a means by which spouses retain continuity in their self‐
perceptions as married people. One interesting gender‐related finding is that wives are
more likely than husbands to feel that their marriages are over; “marriage as a memory” is a
consequence of the loss of companionship or a loss of their partners’ responsiveness.
quasi‐widowhood
Rosenthal & Dawson (1991) coin the phrase “quasi‐widowhood” to describe this
stage in life as similar to and yet distinct from actual widowhood. They explain that the
term quasi‐widowhood is, “intended to capture the distinctive circumstances in which these
women find themselves: still married yet living alone and in many respects without the
mate they once had” (Rosenthal & Dawson, 1991, p. 17). Quasi‐widowhood is likened to
actual widowhood in that women experience many of the same negative emotions as
someone who is actually widowed, but unlike widows, women also report feeling some
positive emotions such as relief and gratitude towards the institution for providing care
(Rosenthal & Dawson, 1991). The authors base their research on a conceptual model
delineating four stages of quasi‐widowhood derived from a pilot study of in‐depth
interviews with fourteen (14) women whose husbands are institutionalized. Moving from
stage one to stage four is said to take approximately 18 months and includes coming to
terms with an altered relationship with her husband.
The concept of quasi‐widowhood or “married widowhood” (Bartlett, 1994) is
revisited and traceable through subsequent studies such as those by Ross, Rosenthal &
Dawson (1997a), Bond, Clark & Davies (2003), and Braithwaite (2002). Embedded in the
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concept of quasi‐widowhood is a negotiation of new spousal roles both within and outside
the institution. Additionally, the concept suggests that taking a life‐transition approach to
the study of caregiving has validity rather than framing the caregiving experience in terms
of stress and coping (Rosenthal & Dawson, 1991).
A study by Stadnyk (2006) uncovers more about the social dynamics experienced by
community dwelling spouses. Her research, involving semi‐structured interviews with 52
community‐dwelling spouses about their choice of activities, is relevant to the present study
in that, in addition to activities with their spouses undertaken within the nursing home
(marriage‐sustaining activities), the author also looks at activities undertaken independently
of the nursing home setting, (identity‐sustaining activities). In looking beyond simply what
is happening in the personal care homes themselves, the author contributes the concept of
“limbo” to the discussion of quasi‐widowhood. The author explains that, “although
marriage was a theme that influenced participants’ engagement in activities with their
spouses, it was also a theme that interplayed with efforts to establish a life on their own.
Participants had to deal with the difficult social situation created by having a spouse in a
nursing home: being married, yet not having a spouse available for most social activities
outside of the nursing home” (Stadnyk, 2006). This state of “limbo”, the author concludes,
affects the way the community‐dwelling spouses experience their social world.
While research is beginning to present a clearer picture of what happens within the
marriage relationship itself after a transfer to institutionalized care, there are still many
gaps in terms of other informal relationships, such as other family members, friends and
neighbours. Dellasega & Mastrian (1995) interviewed seven people who recently placed an
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older family member in order to look at the process of decision‐making and its
consequences for families. They find that validation from friends plays important role in
influencing decision‐making about placement. Garity’s (2006) study examining how family
caregivers cope with the burden of post‐nursing home placement of a family member with
Alzheimer’s disease also find that interactions with friends was among the factors that
contributed positively to caregivers coping. Apart from these studies, we can piece
together some more information about informal relationships.
kinkeeping
Carolyn Rosenthal explores the concept of ‘kinkeeper’, which she defines as a family
member whose job it is to keep “family members in touch with one another” (Rosenthal,
1985, p. 996). She conducted interviews with a stratified random sample of 458 residents
of Hamilton, Ontario about, if, and whether families have “kinkeepers”. She finds that
family kinkeepers are more likely to be women. Calasanti (2004) also looks at the gendered
role of kinkeeper. She explains that throughout the life course, dominant ideas of
masculinity include stoicism, “an emotional form of ‘strength’” resulting in a lack of
communication about problems and stresses (Calasanti, 2004, p. s309). Conversely,
dominant forms of femininity include empathy and sharing feelings, which better equip
women for the role of maintaining friendships and family relationships. Calasanti indicates
that men have smaller networks in old age than women, in part because of dominant
masculinity’s characteristic of repressing emotions and refusal to self‐disclose
vulnerabilities.
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Bartlett & Font (1994) indicate that contrary to assumptions we have of extensive
family and informal help in Hispanic communities, the women in their study felt isolated
and inadequately supported by their families and friends. Amongst the findings reported in
Braithwaite (2002) is that women’s social networks actually shrank after the admission due
to the time women spent visiting their husbands as well as, “perhaps due to the discomfort
of friends in dealing with their luminal status as ‘quasi‐single’” (Braithwaite, 2002, p. 172).
This sentiment also appears in Brennan, Downes & Nadler (1996) who describe a group for
spouses of nursing home residents. The group members discussed their friends’ discomfort
with the ill spouse as well as “breaking away from friends at their own choice because they
felt like a ‘fifth wheel’” (Brennan et al., 1996). In interviews with six seniors who had placed
spouses, Mackenzie and MacLean (1992) find these women feel isolated in part because
they think it is difficult for family and friends to understand their situation.
needs of women placing a spouse.
All of the reviewed research up to this point has, to some extent, made direct or
indirect reference to the formal and informal support system needs of older wives whose
husbands have been placed in a personal care home. Many authors (Bartlett, 1994; Davies
& Nolan, 2004; Kellett, 1999; Locker, 1981; Milligan, 2005; Nolan & Dellasega, 2000; Rogers,
2000; Ross et al., 1993; Ryan, 2002) among others, underline how placing a loved one in a
personal care home is a cataclysmic event in a person’s life, often accompanied with mixed
feelings of relief, guilt, anxiety, pain, isolation and loss. However, the anxiety and stress
that often accompany home‐based caregiving does not decrease after admission (Barber,
1993; Chene, 2006). Dealing with these emotional dimensions of the transition process as
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well as the more practical, external issues addressed above, suggests that the needs of the
population group could be extremely diverse.
Just as most of the literature dealing with the transition to PCH from a spouse’s
perspective is firmly located within the setting of the institution, so, too are the foci of
recommendations for supporting this population. Aside from many of the studies discussed
above calling for staff to be informed, sensitive, and responsive to caregivers, very little
literature actually describes interventions with families of residents. In a recent literature
review, Kong (2005) explores caregiver needs and interventions for families finding that
families require emotional support, information, time, and advanced planning during the
admission process. She also finds very little information on interventions with families.
Nolan, Davies, Brown, Keady and Nolan (2004) examine the limitations of ‘person‐centered’
care noting that under this model, it is the individual and not the relationships that are
considered as the basis for intervention. In this current ‘person‐centered’ model, informal
caregivers such as spouses are not necessarily eligible for services. Nolan et al. (2004) argue
for the adoption of a new model of ‘relationship‐centered care’ which would look beyond
the individual to the relationships sustaining that individual.
social work interventions
Few studies look at social work interventions with resident families in the personal
care home setting. Ogland‐Hand & Florsheim (2002) present a systems‐based approach to
intervening with families of nursing home residents arguing that multiple issues are faced
by families and surmising that communication cycles between staff, residents and families
need addressing in order to improve these relationships (Ogland‐Hand & Florsheim, 2002).
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Goldstein (1983) describes one‐on‐one counselling work with a wife of a new resident to
deal with some of the stressors in her life while Sidell (1997) looks at using solution‐focused
therapy principles to help families of residents. While these interventions are useful,
Ogland‐Hand & Florsheim’s (2002) article raises a number of difficulties existing when
undertaking these kinds of interventions with families. The hours during which families visit
might not correspond with the hours of the psychologist (or social worker), ethical issues
around charting, and institution policies guiding the definition of who ‘the client’ is, are all
potential barriers.
group work.
One intervention for families of residents that has received some attention by
scholars involves group work (Aronson & Panella, 2001; Brennan et al., 1996; Drysdale,
Nelson, & Wineman, 1993; Ebensetin, 2006; Locker, 1981; Mackenzie & MacLean, 1992;
Peake, 2005). Groups are designed to provide support and alleviate some of the isolation
and loneliness experienced by family members, as well as to create opportunities for
sharing, support, and empowering the family members to influence the policies within the
nursing home (Brennan et al., 1996). Le & Rowlings (1990) describe the benefits of using
feminist and social work perspectives in group work with elderly women, noting that the
possibilities for empowerment present in group work and stressing ideas such as linking the
personal with the political through consciousness raising and collaboration.
the role of social workers.
One final note about the review of the literature is the underrepresentation of Social
Work in the advancement of the academic dialogue in this area. Despite this under‐
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representation, a social worker’s training makes her well‐suited to addressing some of the
gaps in academic knowledge faced by this population group. Social workers have a broad‐
based perspective that looks at everything from the micro scale of the individual to the
macro scale of systemic or structural issues (Heinonen & Spearman, 2006). The literature
on this topic to date largely ignores the diverse and numerous issues women in this
situation might be facing. It is important that social workers take part in research in this
field dominated by nursing and social science literature in order to provide a more multi‐
disciplinary and well‐rounded perspective on the issues.
The frequent studies that focus on the singular setting of the care home and within
the confines of the relationship with either these women’s spouses or the PCH staff, largely
neglect the broader context of their lives. This oversight arguably reinforces the social role
our Euro‐western culture creates for them: that of an unpaid caregiver. Social work is also
committed to social justice through social change (CASW, 2005) and is therefore positioned
to help raise awareness about the broader social context of this population group and to
challenge dominant thinking, which marginalizes the issues faced by these women.
Summary
This chapter looked at the theoretical and empirical literature that informed the
current research study. It includes socialist feminist and feminist caregiving theory and
reviews some important works from these traditions. The section also reviews important
empirical research related to the present study, looking at literature which addresses
community spouses’ experiences of a PCH admission as it pertains to changes in
interactions with the formal systems such as the personal care home environment itself,
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finances, housing, and transportation and informal systems including what happens within
the marital relationship, family and friends of the spouse. The section ends with a
description of individual and g roupinterventions with spouses of residents.

EXPERIENCES OF OLDER WOMEN

53

Chapter 3 ‐ Methodology
Before examining the content of the research, it is important to understand the
process by which data was collected as well as to have a clear picture of the motivations
and decisions that influenced the research process. This section will provide these details,
moving from the broader methodological choices to the specifics of method undertaken in
this research.
Qualitative research
This research is qualitative research which looks at subjective realities as
experienced and interpreted by the research participants. Beyond just the subjective
realities of the participants, there is need for me, as a qualitative researcher to likewise be
reflexive and consider how my own mutable, subjective realities shape the research process
(Creswell, 2003; Esterberg, 2002). Qualitative data that emerges from this research process
represents an interweaving of the respective realities of the participants and me as a
researcher, and the new reality that we create together (Grinnell & Unrau, 2008).
Rothery, Tutty and Grinnell (cited in M. Williams, Williams, Unrau, & Grinnell, 1998,
p. 73) list some qualitative research characteristics, which include:
•

the conducting of the study in a natural, “non‐research” setting;

•

variables not manipulated in order to observe the way in which they affect other
variables;

•

research questions are not always specifically defined or operationalized from the
outset;

•

the data collected is influenced by the priorities and the experiences of the
participants rather standardized measurements;
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studies whose results are obtained through more “natural and familiar” means
rather than looked at numerically and statistically.

Another important element of qualitative research is the fact that it is usually
inductive, rather than deductive (Esterberg, 2002). This means that unlike the classic
scientific method, which begins with a theory or an idea and then observes whether the
theory is true or not, inductive research starts with observing the specific and gradually
moves towards generalities (Trochim, 2006). Shaw & Gould (2001) refer to qualitative
research’s emphasis on ‘holism’ whereby a researcher seeks to gain an overview of a
phenomenon or a culture by looking at particular examples. As a result, smaller samples
are often used. Regardless of sample size however, ‘depth’ of information is favoured over
‘breadth’ (Johnson & Waterfield, 2004).
why I chose qualitative research.
Qualitative research makes a very good fit with this study in many ways. First of all this is an
exploratory study. As discussed in the literature review section above, this research
examines the experiences of an under‐studied group of marginalized people. Qualitative
methodology is an appropriate choice when new territories are explored because there is
no pre‐determination of a hypothesis(Creswell, 2002).
Secondly, this study aims to reach the subjectivity, emotions, and interpretations
people put on events. This research is trying to uncover the lived experiences of the
participants, making a qualitative an appropriate choice (Creswell, 2003). The “qualitative
research approach… has been said to employ research methods that value relationships,
egalitarianism and empowerment of all research participants…. With their respect for
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individual experience, subjectivity, and subtlety, qualitative methods have been said to be
more compatible with women’s ways of knowing and experiencing the world.” (Tutty,
Rothery, Grinnell, & Austin, 1996, p. 17).
And finally, in line with both feminist and social work values, this research seeks to
reduce the power imbalance between the participant and the researcher by having a less
rigid format for asking questions. The researcher needs to remain open and flexible to
allow for the stories of the participants to emerge in their own words, an approach that is
better suited to qualitative than quantitative research methods.
benefits of qualitative research.
In choosing to undertake qualitative research, I am using a research tradition that
highlights rather than subsumes my personal biases. I believe this reflexivity can allow for a
more honest exploration of my role as a researcher, my motivations and choices. The result
of this honesty and self‐reflexivity can be a thoughtful and respectful research process.
Esterberg (2002) argues that bias can never be completely eliminated from the research
environment and researchers always have some vested interest in their research. It is not
possible for a researcher to become detached from her/his own culture, value system and
social norms that are integral to all human activity. The reality is that these values and
norms are simply buried within the research.
Qualitative research is an ideal methodology for exploring new or understudied
areas because it does not need to employ fixed questionnaires, like those of the
quantitative or positivist tradition. Tutty, Rothery, Grinnell & Austin (1996) indicate that
open‐ended questions are beneficial because they provide flexibility for delving into
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unknown territories. By the same token, Shaw & Gould (2001) note that qualitative
research could be useful when looking at marginalized or normally silenced populations as
well as providing a greater opportunity to illuminate what is overlooked or hidden (Greene,
1994 quoted in Shaw & Gould, 2001, p.7).
Qualitative research also attempts to minimize the power imbalance between the
researcher and the objects of their research. Grinnell & Unrau (2008) note the following
ways in which power differences can be minimized: First, the language of the researcher –
calling the people who are in the study “collaborators” or “participants” is more humanizing
than “subjects”. Participants or collaborators can shape the study while subjects are
passive recipients of tests. The language of the datum is the everyday language of the
participants, and not the abstract language of the research process, which can potentially
allow the participants to see themselves reflected in the study (Grinnell & Unrau, 2008, p.
99). Furthermore, qualitative validity or reliability measurements often include checking
the results with the participants to see if they agree with the findings.
Finally, social work research texts make note of the inherent compatibility that
qualitative research has with traditional social work. Grinnell & Unrau (2008, p. 99) state
that both qualitative research and social work represent a, “descriptive, inductive,
subjective, and unobtrusive approach to information gathering”. Interviews for qualitative
research, although different in their objectives, can resemble social work interactions.
Indeed, participants can sometimes draw some therapeutic benefit from participating in
qualitative research (Grinnell & Unrau, 2005; Grinnell & Unrau, 2008, p. 99).
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disadvantages of qualitative research.
One of the biggest challenges with qualitative research involves questions of
reliability and validity (Maxwell, 2002, p. 37). In essence, validity is the extent to which an
instrument or test measures what the researcher claims s/he is measuring (Marlow, 2005).
For example, you cannot use a weight scale to measure height. Validity is a synonym for
truth (Silverman, 2001). In qualitative research, reliability and validity do not refer to the
veracity of the statements of the participants. In other words, it is not for qualitative
researchers to prove whether or not the participant is telling a ‘true’ statement, nor
whether an interview guide is successful in eliciting certain statements from the
participants. Rather, validity and reliability refer to the interpretations the researchers
make of the data (Maxwell, 2002).
Reliability is concerned with the consistency and accuracy of a measure. For
example, you can’t accurately measure weight if your scale is broken. Because this
qualitative research accepts multiple realities and does not assume the existence of a
universal unchangeable reality, reliability is problematic. Qualitative studies cannot
consistently produce similar findings (participants might answer questions differently
depending on their interviewers as well as answering questions in a way they perceive the
interviewer would like them to answer), nor can you ‘test’ the findings in a standardized
way such as with quantitative research (Maxwell, 2002). By the same token, no two
researchers looking at a transcript will come up with precisely the same interpretations
(Silverman, 2001), nor will possibly even the same researcher looking at the transcript at
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different times of her/his life come up with the same interpretations. The question
becomes, then, how does one determine if a qualitative study is valid and reliable?
While issues of validity and reliability are still important in qualitative research,
operationalizing these terms must look different than in the quantitative tradition (Maxwell,
2002; Silverman, 2001). Maxwell (2002) explains that “it is always possible for there to be
different, equally valid accounts from different perspectives” (Maxwell, 2002, p. 41).
Qualitative researchers address validity in their work by offering ways for the readers to
compare or assess their interpretations. Schofield (2002, p. 174) says that valid, reliable
qualitative research must “produce a coherent and illuminating description of and
perspective on a situation that is based on and consistent with detailed study of that
situation”. Strega (2005 p. 206) indicates that “ ‘truth’ has been found if the researcher’s
description and conclusions make sense to those who are being studied (and others like
them) and if it allows others to understand this reality”. Therefore, validity in qualitative
research is hinged on the idea of providing adequate evidence for others to understand
how findings were ‘teased’ out and for others to find the researcher’s account to be
credible and legitimate (Maxwell, 2002; Schofield, 2002).
There are several ways Creswell (2003, p. 196) recommends in which a qualitative
researcher can ensure the validity and reliability of their research study:
•

The researcher must wherever possible use concrete examples, such as
verbatim quotes from participants rather than simply an interpretation of
what the participants have said. Factual representation of what occurred will
again, allow readers to determine for themselves if the results seem valid
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and reliable. Of course, an important part of this is to ensure the transcripts
are as accurate as possible.
•

The researcher could provide where possible field notes along with her
interpretations. It should be made explicit the context in which the field
notes were created. This inclusion of field notes will allow the readers a look
into the thinking process of the researcher to determine if they agree with
the researcher’s ideas.

•

The researcher must where applicable, give possible alternative
interpretations and the thought process used to determine which one the
researcher prefers.

•

Silverman (2001) adds to this list, indicating that, the researcher must
carefully document how s/he proceeds with their research. Through this
paper‐trail, it is easier for readers to determine whether the process makes
for valid findings.

•

Schofield (2002) also adds to this list in explaining that the researcher must
be reflexive and willing to explicitly present problems, struggles and issues
that arose so that readers can determine for themselves if the research
account is valid. Part of this reflexivity must include a clear statement of the
researcher’s theoretical stance and biases.

Another challenge in qualitative research concerns issues of generalizability.
Generalizability refers to the ability to claim that the findings from a study are applicable to
the population at large. Because random sampling is not used as a recruitment technique
for qualitative research, generalizability is not feasible. Particularly with smaller sample
sizes, such as the current study with six participants, it is impossible to assume that the
findings yielded by qualitative research will be similar if undertaken with a different
population, or even the same population at a different point in time. This issue begs the
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question of how qualitative research can be used to bring practice or policy issues to the
fore if the results cannot be applied to other situations.
Because qualitative research is inductive rather than deductive, it makes no attempt
to determine the extent to which a phenomenon occurs in the larger society. Qualitative
researchers largely do not consider generalizability to be a useful standard or objective for
their work (Schofield, 2002). This is not to say that findings from a research study could or
should not be used to assist with forming ideas about other situations. (Guba & Lincold,
1982, p. 238 quoted in Schofield, 2002, p. 178) explain:
The aim of (naturalistic inquiry is to develop an idiographic body of knowledge. This
knowledge is best encapsulated in a series of “working hypotheses” that describe
the individual case. Generalizations are impossible since phenomena are neither
time‐nor context‐free (although some transferability of these hypotheses may be
possible from situation to situation, depending on the degree of temporal and
contextual similarity)

Rather than looking at ‘generalizability’, then, Guba and Lincoln suggest ‘fittingness” as a
more accurate term for qualitative research (Schofield, 2002). Through careful recounting
of the setting and the phenomenon studied, researchers can give their readers the means
through which they can judge whether the findings are useful in understanding other
situations in the context of what Schofield (2002) refers to as a ‘working hypothesis’.
Researchers such as Huberman & Miles (2002, p. x) point out another challenge,
indicating that many qualitative research reports are extremely hazy about how the findings
are extracted from the transcripts “with little explanation of how this process was
accomplished.” Huberman and Miles (2002) find this lack of attention to process a grave
oversight, because the readers of the report are forced to accept the findings on blind faith.
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Silverman (2001) also discusses this issue saying that qualitative researchers often use a few
examples as anecdotal explanations of a phenomenon and do not attempt to address data
which is less clear or even contradictory. Careful documentation of choices and thought
processes will ensure that the readers can determine how findings were derived.
One last issue with respect to the challenges of qualitative research has to do with
anonymity (Esterberg, 2002, p. 50). Because interviews in many studies (this study
included) occur face‐to‐face with the participants, there is no anonymity. While this fact is
unavoidable, the confidentiality of the participants of this study are protected in several
ways which will be discussed further in the ethics subheading below.
Feminist Research
What is feminist research? In this section, we will look more closely at what makes
feminist research ‘feminist’ as well as how feminist research is undertaken. As we have
seen in the theoretical framework section, feminism does not mean only one thing
(Reinharz, 1992). By extension, feminist research can take the form of all existing methods
of research including quantitative and qualitative research, and can extend also into new
territories to include emerging methods as well (Reinharz, 1992). Furthermore, there is no
‘gold standard’ agreed‐upon list of feminist research characteristics but instead, feminist
researchers and theorists choose terms and categories that resonate as most true to
themselves.
Even the very term ‘feminist research’ comes with its own set of difficulties.
Through the researching of this section, I found very useful and relevant information about
conducting feminist research by authors who might label it differently. For example, Potts
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and Brown’s (2005) work is about anti‐oppressive research. The authors list feminist
research, along with Freirian emancipatory or participatory research as “potential ‘allies’” to
anti‐oppressive research, suggesting that feminist research is not always anti‐oppressive.
Ristock and Pennell (1996) explain how the grand narratives of feminist theory with respect
to understanding violence against women were not always sufficient to explain issues of
violence occurring between lesbian partners or within aboriginal or other cultural minority
groups. These ‘interruptions’ (p. 6) led the writers to develop a research framework around
the concept of ‘empowerment’ (although the authors do not reject their work as feminist
outright). Ideas are also brought forth in literature about indigenous or aboriginal research
(Kovach, 2005; Tuhiwai Smith, 1999) that are also important considerations in feminist
research.
I do not want to negate or oversimplify the important political motivations behind
naming a kind of research. I will, however, in my definition of feminist research, draw on
characteristics that I feel are compatible across these political divisions. Ristock and Pennell
use the expression ‘links and interruptions’ (1996, p. 9) to explain this process of scrutiny
whereby links with other methodologies are noted and explored as well as the
interruptions, or ways in which the methodologies and the theories behind them are
disparate. I want to clarify that while I acknowledge ‘interruptions’ between critical
research of different names, I am not undertaking a comparative analysis of them all. This
section is intended to highlight some of the ‘links’. From my perspective, feminist research
can be much more than a ‘potential ally’ to anti‐oppressive research: feminist research IS
anti‐oppressive research (as argued by Baines, 2007). Feminist research is linked to anti‐
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oppressive research through their common emphasis on intersecting dimensions of power
and oppressions, wherein women’s experience of oppression is not universal for all women
but varied across social locations and situations (Mullaly, 2002). Feminist research is also
empowering research just as characteristics of aboriginal or indigenous research are also
present and important in feminist research (these are the ‘links’). On the other hand, I
acknowledge the politics and difficulties of asserting the reverse (‘interruptions’): saying
that anti‐oppressive research is just feminist research, or that empowerment or aboriginal
research is ‘encapsulated’ within the definition of feminist research is not necessarily true.
The scientific process, the basis for dominant Euro‐western research, is traceable
back to the Enlightenment’s epistemological framework and continues to be pervasive in
the research fields of today. Historically in that period, there began to be delineation
between science and non‐science (Strega, 2005). Additionally, the idea that science and
knowledge were equivalent became widespread. Strega (2005) explains that in
Enlightenment epistemology,
[t]his division between scientific knowledge and all other types of knowledge is
hierarchical; science is the “best” kind of knowledge, superior to various forms of
unreliable and unverifiable non‐scientific knowledge, such as philosophy, folklore,
mythology, poetry, old wives’ tales and oral traditions. Within Enlightenment
epistemology, there is only one ‘true’ path to knowledge: the application of rigorous
scientific methodology by a rational, neutral and objective subject to the study of an
object clearly positioned outside of himself. Thus, only science is considered capable
of producing ‘truth’ (Strega, 2005, p. 202).

Because the scientific method is purported to produce knowledge that is free of bias, it has
come to be considered within dominant discourse to be the only reliable kind of knowledge
for “tasks that require prediction and control, such as the making of law and policy” (Strega,
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2005, p. 202). This epistemology creates binary divisions between subject and object,
privileging all that is rational, reasonable, objective, and impartial (in other words,
characteristics that have been ascribed to white, middle‐upper classed educated men) over
the irrational, the unreasonable, the subjective and the partial (or characteristics ascribed
to non‐white, classed females) (Strega, 2005).
Reinharz’s (1992) work on feminist methods in research gives a very wide open
definition, saying that “feminist methodology is the sum of feminist research methods” (p.
240). I like this definition because it is very inclusive across feminist traditions. Ristock &
Pennell’s (1996) description of empowerment research goes a little bit further to describe
some of the attributes of empowerment research which I find a very useful starting point to
understanding what I think feminist research should be. They suggest that empowerment
research is research that contains the characteristics of critique, reflexivity and praxis.
These concepts can be seen as links between feminist and anti‐oppressive research and
connected to indigenous research. I will therefore centre my definition on these three
elements. These elements or attributes do not form rigidly separate or stand‐alone
categories. Instead, they are interconnected and, like the legs of a camera tripod, I see
them as essential for feminist methodology to be able to ‘stand’. Like a camera tripod, they
must be equally strong and equally developed.
critique.
This element of CRITIQUE is a challenge to the epistemological ideas set forth in the
Enlightenment (Strega, 2005), voiced by groups who are subordinately positioned on the
margins of the Enlightenment dualism such as indigenous scholars, feminists and critical

EXPERIENCES OF OLDER WOMEN

65

race theorists (Strega, 2005). Research incorporating this characteristic of critique is
therefore a political process in which knowledge is rediscovered (Potts & Brown, 2005, p.
262) as well as a challenge to limiting the idea of who can know to a few. Critical research
legitimizes a wide range of “ways of knowing”. In problematizing gender and by drawing
attention to the everyday experiences of women, feminist research subverts the idea that
women’s knowledge and everyday experiences are not worthy of study or constitute the
‘right’ kind of knowledge (Deutsch, 2004). This idea of subversion is important because it
promotes the idea of digging under the ‘taken for granted’ to find something new. Potts &
Brown (2005) talk about the importance of posturing oneself so as to be able to accept
ambivalence and uncertainty, so as to allow us to question “that which appears “normal”
and taken for granted to (re) negotiate processes and create spaces for ourselves and for
others who are commonly excluded from the creation of knowledge” (p. 220) Feminist
researchers have emphasized how women’s lives have been overlooked or misunderstood
by traditional theories and research (Deutsch, 2004).
reflexivity.
The attribute of REFLEXIVITY in feminist research is also a very important one.
Reflexivity is the ability to look at oneself in relation to another. Just as Enlightenment
epistemology tries to remove the researcher from the equation in an attempt to present
findings as universal truths, feminist and other critical forms of research seek to incorporate
the researcher. A feminist researcher must pay attention to her own social location in order
to gain an understanding of how she is an active participant in shaping the research.
Deutsch (2004) explains that the researcher’s awareness of her position in relation to the
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participants is critically important in understanding the limits of objectivity, and how
participants and researchers mutually influence each other. Says Deutsch (2004, p. 889), “I
am subject, object and researcher. My participants are subjects, objects and actors.”
Paying attention to the relationships between the researchers and participants very quickly
draws attention to power dynamics in the research process and its implications. Feminist
researchers seek to find ways to redistribute power to those whose power has been
historically removed in the research process, namely the research ‘subjects’ (Deutsch, 2004;
Mullaly, 2002; Ristock & Pennell, 1996). This close attention to positionality encompasses
the entire research process, including choice of words, choice of research questions, of
theory, and of methodology.
praxis.
PRAXIS means the joining of theory to practice (Ristock & Pennell, 1996). It is a
feminist belief that all actions, including a failure or a refusal to act, are political. Social
research is one of the fields in which the systems of oppression in our everyday lives are
made manifest. Therefore, undertaking research from any methodological framework will
either serve to reify or to challenge the existing systems of oppression in our society.
Feminist research, (along with other critical research traditions) must be politically
motivated for societal change and justice and use their research as vehicles for change both
in its purpose as well as its process (Potts & Brown, 2005). In the ‘doing of’ critical self‐
reflection, and in a posture of questioning the every day assumptions of our lives, feminist
researchers are actively working against dominant ways of thinking. Potts and Brown
(2005) explain that anti‐oppressive researchers (such as feminist researchers) are choosing
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to support and create research that “challenges the status‐quo in its processes as well s its
outcomes. It seeks to resist oppression embedded in our selves, our work and our world”
((Potts & Brown, 2005, p. 260). The ultimate goal of feminist research is to emancipate
ourselves, and through us, our society and our world (Deutsch, 2004).
challenges of doing feminist research and why I chose to do it.
One of the main challenges of feminist research is that there is a misunderstanding
in the wider community that it is not inclusive. Certainly, historically, the second wave
feminist movement brought women’s experiences to the forefront in a political way.
However, ‘feminist,’ it became clear, referred to white, women and not all women, such as
aboriginal women, black women, elderly women, disabled women, lesbian women etc. My
belief is that social work terms such as ‘anti‐oppressive’ are a reaction to these problems in
second wave feminism. While the third wave of the feminist movement values
inclusiveness, this legacy persists.
A famous quote from the feminist tradition by Audre Lorde is “the master’s tools will
never dismantle the master’s house”. (Lorde, 1984, p. 110) The master’s house refers to
the structures of oppression that exist in our society. This quote suggests that research, so
long as it is in any way referent to Enlightenment epistemologies, cannot serve to undo the
power dynamics it creates. The reality is that I am undertaking this research project to
obtain a master’s degree from the university. I am therefore guided by that institution’s
regulations and guidelines about what a research project must look like. My resultant
methodological choices are very much a part of Enlightenment epistemology even as the
choices attempt to undermine it.
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I chose to do feminist research because the core ethics and values of social work
including commitment to social justice, the value for the dignity and worth of the person,
and the importance of human relationships (CASW, 2005) are reflected in feminist research.
Additionally, both social work and feminist research hope to create social change which will
benefit women and other oppressed persons. Social workers are trained to look beyond
pathologies and individual problems to consider the wider social context surrounding an
individual. Both feminist and social work worldviews stress the importance of working
towards social justice, which is important to me and guides my choices.
Narrative
The specific methodology chosen for this research uses narrative interview and
analysis. Since the late 1960s, narrative ideas have moved beyond their roots in literary
scholarship to gain a place in numerous and diverse academic disciplines such as
anthropology, sociolinguistics, nursing, occupational therapy, social work etc. (Riessman &
Quinney, 2005). What constitutes ‘narrative’ is a contested issue in the academic community
with definitions ranging from extremely broad, including every instance of a person speaking
or writing spontaneously, to extremely narrow, such as when a specific question is answered
in story form through the use of a specific discourse (Riessman & Quinney, 2005).
In this study, I will use a definition of narrative that lies somewhere between the two
extremes, with, narrative referring to sections of talking, in the form of an interview that
contextualizes a person’s story (Elliott, 2005; Riessman & Quinney, 2005). This story has
specific attributes. Hinchman & Hinchman (1997, xvi, quoted in Elliott, 2005, p.3) state that
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“Narrative (stories) in the human sciences should be defined provisionally as
discourses with a clear sequential order that connect events in a meaningful
way for a definite audience and thus offer insights about the world and/or
people’s experiences of it.”
Elliott (2005) underlines three important attributes of narrative stories encapsulated in this
definition: 1) the chronological or nature of the stories, or the idea that narrative stories are
representative of sequences of events; 2) the fact that the stories are meaningful, that the
storytellers can evoke empathy from the listeners by externalizing their emotions surrounding
significant details of the story; and 3) that the stories are inherently social in that they are
produced for a specific audience. This definition closely mirrors that used by other narrative
researchers such as Clandinin & Connelly (2000) and Ollerenshaw & Creswell (2002) who also
emphasize the temporal, social and contextual characteristics of narrative stories. Clandinin
& Connely feel these temporal, social and contextual characteristics involve a movement back
and forth between the personal and the social, while at the same time considering the past,
present and future, and doing do so in “ever‐expanding milieus” (Clandinin & Connelly, 2000,
p. 3).
In terms of research from the narrative tradition, these stories are the result of a
dialogue between the researcher and the participant. Creswell (2003) defines narrative
research as research that looks at the lives of individuals through their stories about their
lives. The information from the stories is then retold or ‘restoried’ by the researcher into a
narrative chronology. Ollerenshaw & Creswell (2002) explain that restorying is the process of,
“gathering stories, analyzing them for key elements of the story (e.g., time, place, plot, and
scene), and then rewriting the story” (p. 332). The narrative itself becomes a collaborative
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endeavour between the researcher and the participant containing elements contributed by
each (Ollerenshaw & Creswell, 2002).
Similar to other qualitative traditions, narrative research requires careful listening and
close attention to people’s stories. One of the possibilities in a narrative approach is that the
researcher can also look beyond the content and look at the form that a story takes and the
language used within it (Lieblich, Tuval‐Mashiach, & Zilber, 1998). Thus, the data analysis of
narrative can be both descriptions of the stories as well as the themes emerging from them
(Ollerenshaw & Creswell, 2002).
strengths of using narrative design.
There are a number of ways in which narrative research is a good fit with both
feminist and social work worldviews.
1) Fraser (2004) stresses the importance of narrative researchers adopting a posture
of curiosity and reflexivity. As we have seen, reflexivity is also an important aspect of feminist
research. This posture allows the researcher to consider her own role as an interpreter of the
stories, thus helping to avoid adopting an ‘expert’ stance. Likewise in social work there is a
need to be mindful of one’s social location.
2) The narrative process is collaborative between the storyteller and the researcher.
Carson & Fairbairn (2002) comment on the ‘egalitarian’ attribute of narrative research stating
that it is “more reflective and more respectful of subjects…because it involves listening to
their story, to their version of events” (p.22). Ollerenshaw & Creswell (2002) explain that
collaboration in narrative research means that both the researcher and the participants are
involved in the development of the research.
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3) Furthermore, Fraser (2004) explains that close attention to the narrative stories of
individuals allows for the possibility of contesting dominant social practices. People on the
margins of dominant culture can see and understand that culture differently from
individuals who are privileged. Narratives can provide space for these alternate stories to
be heard allowing critical insight into cultural practices. This critical insight is equally
important for social work and feminist worldviews.
4) Just as social work operates from a strengths perspective, narrative research can
also draw on people’s strengths by engaging them in “active, meaning‐making dialogues”
(Fraser, 2002, p. 180). In “opening up” and addressing points of difference through the
research process, narrative researchers are aligned with other key goals of both social work
and feminism: that of striving for social justice and self‐determination (Fraser, 2002).
5) Acknowledging that the personal is political is important to both feminist
and social work ways of thinking. For example, we know so little about what happens in
women’s lives after their husbands are in a personal care home. Narrative methodology
allows a look at the ‘personal’ stories of the women while the social work and feminist
lenses allow for critical analysis of the political forces shaping those women’s experiences.
Using narrative methodology in this research project facilitates a respectful inquiry that
gives room to the participants to share their stories. In addition to the ‘fit’ of narrative
research with feminist and social work research, narrative research can also be useful when
addressing difficult or painful issues because of the potential therapeutic benefits to
storytelling (Overcash, 2004). In my experience with this research, all of the participants
seemed to draw some kind of benefit from the interview process. Each participant
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indicated to me at the end of the interview that she was happy to participate and that she
enjoyed the opportunity.
Methods
The data collection method for this research project was a series of in‐depth semi‐
structured interviews with women whose husbands had moved to a personal care home
and the reflective journaling I did as I analyzed the interviews. I will next detail some of the
specifics.
selection criteria.
This research focused on older women, aged 55 and over, who lived in the
community apart from the PCH, their husband’s place of residence. This residence was one
of the PCHs in Winnipeg, Manitoba that agreed to host this project. There was no specific
time requirement for how long the couple needed to have been together, as long as the
interview participant deemed the experience of her husband’s relocation significant enough
to want to talk about it in the research context. The age of the women was set at 55 and
over in order to focus on the experiences of older women and yet leave enough possibility
for a range of ages in the sample.
The length of time that had elapsed since the admission was a key consideration;
because this research aimed to explore the impact of husbands’ personal care home
placements on their wives’ formal and /or informal systems, there was some concern that
interviewing too soon after the admission might risk targeting the ‘trauma’ or immediate
shock of the transition, while interviewing too late after the admission might risk targeting a
‘retrospective review’ after the woman had settled into a new routine. Reviewing the
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methodology sections of other related studies revealed a range of recruitment windows
from two weeks to 9 months (Bartlett & Font, 1994; Bartlett, 1994; Nolan & Dellasega,
1999; Nolan & Dellasega, 2000; Reuss, Dupuis, & Whitfield, 2005; Ross et al, 1997a). While
keeping in mind that individuals adjust in different ways and at different ‘speeds’, a one to
nine month time lapse after the admission seemed to be a reasonable lapse of time to allow
for the initial shock of the transition to have worn off while still being fresh enough to allow
discussion of some of the issues. Ross, Rosenthal & Dawson (1997a), cite an earlier study by
Powell & Coutrice (1983) who state that the most turbulent time for wives of residents
would be the first 6‐9 months following the admission. The time limit on the recruitment
flyers in this current study therefore indicated up to nine months.
In one case, the liaison from the PCH asked about the suitability of providing a
recruitment flyer to a potential participant whose husband was newly admitted to that PCH
but who had already spent nine months at another PCH. As the recruitment process began,
it became clear that there were very few women in each PCH who fit the criteria of time
since admission, with sometimes only one or two women per PCH fitting these criteria.
Consequently, after consulting my advisor, I decided to allow the woman in question to
determine for herself, after reading the recruitment flyer if she felt like she wanted to
participate.
Participants needed to be fluent in spoken and written English and agree to have the
interview tape‐recorded and transcribed for analysis.
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recruitment process.
Human ethics approval was granted on May 7, 2008 by the University of Manitoba
Psychology/Sociology Research Ethics Board (CPSREB) (Appendix N). I initially approached
(more details below) four personal care homes in the city of Winnipeg to see if they would
be interested in helping me identify women who would qualify for the study.
The rationale for recruiting at the different locations was threefold. Firstly,
geographic and population diversity were important. I felt that choosing personal care
institutions located in different areas of Winnipeg, as well as including both for‐profit and
not for‐profit institutions, provided a better opportunity of attracting participants from a
wider socio‐demographic base. Furthermore, while it is outside of the scope of this
research to compare for‐profit with not‐for‐profit PCHs, both kinds of personal care homes
currently operate in Winnipeg and I felt it was important to give both types of facilities the
opportunity to participate. Certain personal care homes in Winnipeg are associated with
certain populations and the personal care homes in this list were chosen to reflect
geographical and population diversity.
Secondly, researchers such as Braithwaite (2002) report difficulties in finding
participants due to the fact that this population group is marginalized in our formal systems.
They are not directly part of the personal care home community or any other formal
organization that could assist in recruitment. Therefore, having multiple sites for
recruitment was intended to potentially cast a wider net to find participants.
Thirdly, recruiting at different locations and at larger facilities made it much easier
for participant identities to remain confidential, in keeping with the ethical principles
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guiding the research. No personal care home was told if, or how many wives of residents
from their institution participated in the study.
In the end, after being granted access to the original four PCHs (Appendix J) (more
about the access process to follow), there were still not enough respondents for the study.
Consequently, I contacted other PCHs from the list of Winnipeg PCHs on the WRHA website
(WRHA, n.d.) to ask for access and solicit assistance with locating eligible women. In the
end, I contacted ten (10) institutions and successfully recruited nine (9) PCHs from which
participants were drawn.
The process of recruiting PCHs included several steps. Firstly I telephoned the
switchboard of the PCH and asked for the name and contact information of the director of
care, and then left a telephone message for that director requesting a call so that I could
speak to her/him about the project. I usually followed up each telephone message with an
email containing a brief description of the research project, the target population group and
a request for assistance with gaining access to their respective facilities (Appendix B). In
addition to this description letter, I provided a PDF copy of the ethics approval certificate
(Appendix N), the liaison script (Appendix D), as well as the recruitment fliers intended to be
handed out to potential participants (Appendix E). When it happened that I could speak
personally with the director of care, I explained the project over the phone (Appendix A),
and then emailed the ethics approval certificate (Appendix N), the liaison script (Appendix
D) and recruitment flier (Appendix E). Certain institutions had their own protocol for
providing research access and in these situations, I completed any additional forms or
documents. Even where it was not specifically requested, I provided the ethics approval
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certificate to all institutions pre‐emptively, hoping to add assurance to the directors of care
and to provide some kind of ‘proof’ that I was in fact a student and that my research was
legitimate.
As part of my telephone or email contact with the directors of care (Appendix B), I
requested a name and contact information for a designated staff member who would act as
a liaison for this research project. While I made no specification about the discipline of that
liaison, most ended up being social workers; in one instance, the liaison was a nurse
manager, because this was standard research procedure for that institution. In most cases,
the directors of care provided the liaison contact name within a few days of my initial
contact. I made appointments to meet the liaisons in person to provide them copies of the
recruitment flyer and answer any questions they might have about the project. I felt that
face‐to‐face contact with the liaison might ultimately help with recruitment because she
could meet me and perhaps consequently become more interested and more willing to help
with locating participants. In all instances, the liaisons had read the email information
before meeting me, having received documents from the directors of care. These in‐person
meetings with the liaisons lasted anywhere from a few minutes to about 40 minutes. I let
the liaison set the tone for how quickly this meeting would last.
Over the following weeks, the liaisons approached wives of residents who fit the
recruitment criteria to pass along the recruitment flyer and read the recruitment script
(Appendices D & E respectively). One of the liaisons suggested copying the recruitment
flyers on bright paper to make it look more attractive, which I did. In some instances, the
wives of the residents visited during evenings and weekends when the liaisons were not at
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the PCH. To get around this complication, some liaisons telephoned potential participants
to let them know about the study and that a recruitment flyer was awaiting them at the
PCH. In other cases, the recruitment letter was sent to potential participants by post. The
women who were interested in participating in the study then used the contact information
on the recruitment flyer to contact me (Appendix F) and ultimately become participants in
the study.
number of participants.
Over the next three months, six women whose husbands had been admitted to
various personal care homes around the city contacted me to express interest in
participating (one by email, the other five by telephone). In one case, the participant
wanted to meet and discuss the project together before making a decision to participate. In
that instance, I went to the woman’s home to discuss the project and at the end of our
meeting, she decided to participate and we made an appointment for the interview on a
subsequent day. In the case of the other five participants, arrangements for an interview
were made over the telephone during our initial conversation (Appendix F). My initial
proposal suggested six to ten participants and I was successful in reaching my minimum
target.
challenges of the recruitment process.
I did not ask each participant how she came to be contacted about the study and
consequently found it difficult to draw my conclusion as to what recruitment method was
most effective (in‐person contact, telephone contact or letter). At least two participants
mentioned being contacted by letter. I wondered if hearing about the research study in the
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privacy of their own homes would make them feel more anonymous to the PCH staff and
therefore more willing to participate. As with Braithwaite (2002), I conducted a much more
involved search to find participants than I expected. This was an uncomfortable experience.
I felt powerless and anxious about what would happen if I didn’t find enough participants.
In fact, after contacting the initial four PCHs, I naively and quite literally sat waiting for the
telephone to ring as I expected to have participants within a week. In actuality, the time
spent on the recruitment process was three months and I was only able to find six women.
This experience leads me to feel that either the recruitment method and/or the
eligibility criteria for the study are amongst its weaknesses. In most cases, the liaisons knew
precisely how many women fit the research criteria from their institution. In some cases
this number was as small as one or two, or none at all. My feeling is that these numbers
reflect the predominance of women as residents of PCHs rather than as spousal caregivers.
Additionally, the time frame of one to nine months since admission was a complication,
which will be discussed further in the ‘weaknesses of the study’ section to follow.
interviews.
On the day of the interview, I went to the participant’s home at a pre‐arranged time.
In one case, the participant was out, having forgotten about the interview and I telephoned
to make a new appointment. After engaging in some brief informal conversation, I went
over the consent forms (Appendix G) with each woman, giving her the opportunity to ask
questions and decide again if she wanted to participate in this research project. In all cases,
they signed the consent forms, chose a pseudonym (more about this in the ethical
consideration section below) and the tape recording began. The interviews ranged from 40
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minutes to 110 minutes in duration. One woman shared a great deal of information before
the interview tape began. After the interview, and after consulting with my advisor, I
contacted her to see if she wanted any of this early, non‐recorded information included in
the study. She decided in the affirmative, and so a second, 35 minute interview was
conducted in her home.
No participant complained of fatigue in the interviews and in fact all participants
seemed happy to take part: one indicated upon my arrival at her home that she was
“excited” to take part, while another indicated that she was happy to have me there to
keep her company. All offered to answer additional questions or provide clarifications at a
later date should these be required. I was very moved by this generosity, especially in light
of the fact that they were sharing information about a very difficult part of their lives.
Three of the six shed tears either before or during the interview which emphasized to me
the gravity of what they were experiencing. I felt very humbled and even guilty asking the
women to share these painful stories. In light of my commitment to working from a
feminist approach, it was impossible to ignore the fact that, in addition to wanting to help
women in this situation become empowered through this research, as well as adding to our
collective knowledge about this experience, I was also working for a selfish end, that of
completing my MSW degree. This reality was the source of my discomfort – the women I
was interviewing couldn’t walk away from their lives the way that I could upon completion
of the interview. I was also humbled because many of the participants indicated that they
were taking part in this interview in order to be of service to others in this situation.
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When a situation occurred that a woman had an emotional response during her
interview, I immediately stopped the tape, validated the emotions and offered comfort. In
all three cases, the women wanted to continue with the interview after collecting
themselves. Despite the fact that I always asked with deliberate gestures if it was okay to
start the tape recording again after having stopped it, one participant (who had had three
overt emotional experiences) said after a period of time had elapsed “is that thing on?” I
immediately apologized and asked if she wanted to erase or retract anything on the tape or
withdraw from the research. She said that it was okay and she wanted to continue.
Five of the six participants were alone in their homes during the interviews. One
lived with her son and his family and in this case, we conducted our interview in a private
part of the house. At one point in this interview, a young family member looked in on the
interview through a window. I was not aware of this as my back was to the window and
after the tape was off and the interview was complete, the participant laughingly indicated
that this young family member had been making faces at her. It is not clear to me whether
this was distracting but because I was unaware that it was going on, I surmise it wasn’t. At
the very end of the interview with this same woman, an adult family member came into the
interviewing room just as the interview was coming to a close. He had come to say hello
and to meet me, as it was clear the participant had told her family members what she was
doing. Because our interview was winding down anyway, both the participant and I decided
not to restart the tape but to consider the interview ‘finished’ at that point.
In terms of the structure of the interviews (Appendix H), the first few questions were
demographic questions intended to both collect general background information as well as
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to help the participants feel more at ease. After these demographic questions, I asked each
woman to share her story of how her husband came to be living at the PCH. Usually this
story was long, and began years before, perhaps with a first diagnosis or a move. The rest
of the interview was semi‐structured, consisting of open‐ended questions surrounding the
three research goals (Appendix H). I probed, asking clarifying questions in each interview
and checked my understanding with each participant on an ongoing basis. Because this
research is in the narrative tradition, which favours the participant’s agency in deciding
what stories need to be told, the creation of this interview guide posed some challenges. It
was important to create questions that in some way addressed the research objectives. At
the same time, I was aware of how my own view of the women’s lives, shaped by my
perceptions as well as reviewing the relevant literature, already biased the interviews
towards certain topics. A further consideration was the University of Manitoba Ethics board
which requires foreknowledge of the interview guideline as part of their process for
approving the research. In the end, I tried to frame questions in as open‐ended a way as
possible to elicit the stories central to the narrative research tradition while still adhering to
ethics protocol and being mindful of logistical issues.
All of the interviews were audio recorded and I transcribed them verbatim. The
exception to the verbatim transcription was when a participant said the name of someone
in their story, such as a friend, adult child, spouse, grandchild, doctor etc. In these cases I
replaced this name in the transcription with their relationship to the participant in brackets.
This decision is further discussed in the ethics section below and was intended to help
protect the interviewee’s confidentiality. No problems with the tape recorder occurred.
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One woman, whose native language was not English, was very soft‐spoken. This interview
was the most difficult to transcribe.
At the end of each interview, I tried to gauge through body language, facial
expressions and our general conversation, if the participant wanted me to leave right away
or to stay and ‘visit’ for a while. One wanted to show me some framed photos of her family
members and pets and informally tell stories about her life. Another was meeting some
friends for lunch and had to leave immediately after the interview so as to make her
appointment. In one case, the family of the participant came and wanted to have a
conversation all together. In the cases where a woman experienced an emotional response
I made very sure she was in a safe emotional space before I left.
In five cases, I left a copy of the Manitoba Senior’s Guide which lists different
organizations or resources for a wide variety of issues from legal to medical to social. In the
other case, the participant had to leave quickly for a lunch date with her friends and I was
rushing to not make her late and forgot to leave the booklet. When I realized my oversight
the following day, I contacted her by telephone and subsequently mailed the guide to her
by post, including a letter of apology. In addition to the Manitoba Senior’s Guide, I left
some home baking as well as a thank‐you card for each woman.
After each interview was over and I was no longer in the presence of the participant,
I wrote field notes, both to refresh my memory during the data analysis phase, as well as to
help me keep track of my thought process. These notes represent a secondary form of data
collection intended to enrich the interviews and were analyzed as part of the analysis
process. This note‐taking was an adaptation of Creswell’s (2003) recommendations for
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data‐recoding procedures (pp. 188‐190), and also represented an important part of the
reflexive processes of narrative inquiry (Fraser, 2002). I divided a page into three sections:
The first section was devoted to descriptive notes such as time and place of the interview, a
brief description of the setting, and a recounting of any particular event associated with the
interview such as interruptions. The second column was devoted to reflective notes
including my own personal thoughts such as my “speculation, feelings, problems, ideas,
hunches, impressions and prejudices” (Bogden & Biklen, 1992, p. 121, cited in Creswell,
2003, p. 189). The third column was saved for reflective notes during the transcription and
analysis stages.
This note‐taking protocol is a slight departure from Creswell’s recommendations for
interview style research because unlike his guidelines, I did not take notes during the
interviews themselves. Taking notes in front of the participants risked creating more
distance between me and the women and giving the impression of looking down or passing
judgment on something the participant was saying. Furthermore, taking notes during an
interview could have made it more difficult to respond empathically to what the
participants were sharing. This consideration was in line with narrative, feminist, and social
work research that seeks to level the power differential between the researcher and the
participants. As in all qualitative research, the analysis of this data was an ongoing process
requiring the researcher to ask questions and reflect on the data throughout the entire
research process and not simply beginning after the interviews were complete (Creswell,
2003).
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Data Management and Analysis
I began the transcription either the day of the interview or the next day. Starting the
transcription soon after the end of the interview was helpful to keep the interview very
fresh in my mind. As Fraser (2004) indicates, “transcribing is as much a form of
interpretation and analysis as it is a technical activity” (p.188). As such, interpreting the
pauses and gestures and facial expressions of the participants influenced my transcription
and analysis process. One of the participants, who was not a native English speaker, used
many gestures in her stories to help convey her meaning. In the case of her interview
particularly, being able to insert the gestures into the transcription in brackets was
extremely helpful as her word choices were not always conventional for native English
speakers. I listened and re‐listened to each interview as I transcribed which gave me the
benefit of being able to think about the stories of the participants and my own performance
as an interviewer. I was surprised to find that even though in some cases I had just left the
interview, I was already able to see the stories from a slightly different perspective.
After the transcriptions were completed, I re‐read the interviews several times. This
was the beginning of a very challenging stage for me. Although I seemed to have practical
tools about ‘how’ to proceed with the data analysis (I was using Fraser’s 2004 method), I
doubted myself and became stuck. I began taking copious notes from which to examine the
stories and incorporate the reflective questions from Fraser’s article (2004). Something
about the idea of analyzing the data seemed inaccessible to me, and I really struggled with
feeling inadequate, as though I was not enough of an academic to be able to undertake this
next step. Months elapsed while I grappled with self‐doubt and discouragement as well as
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shame for not seeming to be able to see my way forward. As I reviewed the interviews, I
focused on holes where I felt I could have probed further or imagined additional areas I
should have addressed. Although I had asked specific questions about women’s formal and
informal supports, these were not what the stories seemed to be about. In the end, I found
it very helpful to have my advisor emphasize to me the learning that comes with writing a
thesis that at this stage of my academic life, writing the data analysis was also learning how
to write it. This insight seems so obvious to me as I write it now, but at the time it was a
huge relief to be able to really come from a point of not knowing how and then proceeding
from there. Another key factor in helping me to proceed was my advisor’s suggestion of
expanding the theoretical base of my research. Because theory provides a framework
through which to make sense of the data, moving forward was only possible when I could
find a theory that helped explain the stories the women were actually sharing.
When I finally became unblocked and began writing in earnest, as per Narrative
research’s defining characteristics, I focused firstly on the chronological nature of the stories
as a means of being able to draw lines between the experiences of different participants.
Within the chronological, I further disaggregated and grouped the stories by theme. The
themes were determined by the transcripts themselves (what the women actually talked
about) as well as the original research questions. For example, I grouped all of the
participants’ stories about transportation and then re‐storied the narratives accordingly.
Within the transportation theme, I sub‐grouped the text into smaller themes based on what
the women’s stories were saying.
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Evaluation and Assessment
As we have seen above, qualitative research utilizes processes to ensure credibility
and authenticity. This study employed a number of strategies to that end as described by
Creswell (2003). Firstly, as part of an ongoing process that began with the proposal, I have
made my biases as explicit and as transparent as possible to the participants as well as to
the readers. I am involved in an ongoing examination of my influence on the research
process (Speziale & Carpenter, 2007). Research from the feminist tradition is self‐reflexive
and as transparent as possible in order to make clear my social location and pre‐conceived
ideas on this research topic. I am aware that I am writing from the location of a woman
who is younger than the participants and who has never experienced having my spouse
move to personal care. Moreover, through the literature review process and my own
experiences at my former work, I had pre‐conceived ideas about what issues result from
having one’s husband move to a PCH, and these pre‐conceived ideas shaped the entire
research. However, by articulating and constantly re‐examining my stance as well as the
discrepancies and struggles I have had through the research process, I hope to clarify my
own perceptions of the women’s stories.
Secondly, I used thick, rich descriptions to convey the research findings. With these
thick, rich examples, readers have the opportunity to decide for themselves the accuracy of
the interpretations.
Thirdly, I checked the findings with the interview participants themselves. The
consent form contained an option for women to participate in a group session during which
they were offered the opportunity to hear the preliminary results of the research and
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provide feedback. Accordingly, after the data analysis process was completed in draft form,
I contacted those participants who had expressed an initial interest to invite them to a
member‐checking session. Fraser (2004) notes that participants need to feel free not to
participate in a feedback session if that is their preference. In the end, two of the six
participants wanted to hear the preliminary findings. One of the participants wanted to
take part in a group feedback session, as per the original proposal of the research. The
other participant expressed a preference to not meet in a group setting and rather have an
individual feedback session. As a result, a group session was not possible. The participant
who expressed preference for a group feedback session decided that she still wanted to
hear the preliminary findings and agreed to meet individually to do so. In both cases, the
participants said that they agreed with the findings. Both participants even gave additional
examples that reinforced the findings I discussed with them. Their feedback was
incorporated into the study.
Fourthly, as a student, I have had access to two thesis advisors and a committee of
two other experienced researchers. The advisors (one left the university after the data was
collected) reviewed the research process and ensured the research protocol was being
adhered to as well as providing advice and expertise.
The full committee, (the new advisor and other committee members) reviewed the
proposal and final report to ensure thoroughness and rigour in all aspects of the project.
Ethical Considerations
While it is important to note that this research project was undertaken with the
consent of the University of Manitoba Psychology/Sociology Research Ethics Board
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(CPSREB), it is up to me as a researcher to ensure all participants were and continue to be
protected. In order to provide safeguards, a number of ethical considerations were put into
the design and execution of this research project.
The researcher has the obligation to respect the values, rights, needs and desires of
the participants at all times. Maximum control of the process and outcome rests with
them. Staff in the personal care home facility were not aware of who chose to participate.
The time, place and length of the interviews was up to the participants, along with the
option of refusing to answer any questions and of terminating or withdrawing from the
interview or research project altogether. Every effort was made to stress the fact that I am
in no way affiliated with any of their health or social services and that there is no conflict of
interest in the research.
It was important from a feminist research perspective to clarify the relationship
between the researcher and the participants. For women who may have perceived the
researcher to be in a position of power, every effort was made to minimize this discernment
and emphasize that the women themselves were guiding the study to the greatest extent
possible. I was also as explicit as possible about my relationship with them, describing my
abilities, capacity, and resources available for their assistance. I attended each interview
with a list of community agencies that could be helpful to assist them with practical
resources as well as counsellors and crisis intervention telephone numbers for those who
were triggered into an unsafe emotional space during the course of the interview. I was
attentive to each participant’s possible need to debrief after the interview rather than
scheduling interviews immediately following one another. This debriefing time gave the
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women a chance to finish the interview on their own terms because I let them be the guide
as to how long they wanted me to stay. The time after the interview was also used to talk
about resources and to provide information as required.
After the first draft of the findings was prepared, the participants were given the
option of being part of a feedback session. In this way, the participants are able to re‐
appropriate their own knowledge as collected by the researcher.
autonomy, non‐maleficence, & beneficence.
These three principles were factored in the study design in many ways, as described
above. Specifically, the recruitment process was designed to provide women with as much
autonomy as possible, and the safeguards for protecting women who might be triggered
into an unsafe emotional space were to uphold the principles of non‐maleficence, and the
feminist ideal of social justice along with the narrative design allowed for women to
potentially receive benefit from the study. Some of the participants indicated that they
were motivated to participate so that their stories might help other women in their
situations.
confidentiality.
One other ethical consideration that will be examined in closer detail is that of
confidentiality. This research was conducted within the guidelines that protect and
maintain the participant’s confidentiality and choice. This study involves face‐to‐face
interviews with women who have provided their names and telephone numbers to me. As
the researcher, I know their names. Furthermore, as I conducted the interviews myself, I
know which stories are connected with a specific person. Participants signed a consent
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form with their real names and provided information on how I might contact them again in
the event that they wish to take part in a group member‐checking session as well as to hear
my oral defence, as per Ethics protocol. For these reasons, the study design of this research
project prohibits anonymity. Safeguards were, however, put in place to protect and ensure
their confidentiality.
As indicated above, the recruitment strategy was aimed at several PCHs in Winnipeg
in different geographical areas and of different sizes. In this way, there was a stronger
likelihood that the participants’ identities remain confidential to the staff and to each other
if they so desire.
I had no prior knowledge of who the potential participants were from a PCH until
she herself made contact with me requesting information about the study. Women who
were eligible but ultimately decided not to make contact with me are completely unknown.
Before the interviews began, I invited the participants to choose a pseudonym, which all of
them did. Two of them shared that they had given their pseudonyms some thought before
the day of the interview and they shared these with apparent enjoyment. Only the
participant and I know who corresponds with a specific pseudonym. During the recording
of the interview as well as through the transcription, data analysis and dissemination phases
of the research, only the pseudonyms appear. In some cases, the participants referred to
themselves during the interview accidentally using either their name, their husband’s or
family member’s name, the PCH where the husband resides or some other detail which
could lead to the identification of a given participant. In these cases, because I transcribed
all of the interviews myself, I was able to edit specific names the women may have
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mentioned in their interviews and replace them with a bracketed replacement such as:
(husband name) or (PCH).
Names and phone numbers of participants, consent forms, taped interviews,
transcriptions and all materials connected with this research project are stored in a locked
filing cabinet in my home. Only my advisor, Lyn Ferguson, and I have access to this data. All
these materials will be destroyed in May 2011, after the project’s completion. No staff
members at the institutions have been told who has participated and who has not unless
the woman herself chooses to disclose the fact.
All of these measures were explained during the consent phase of the research
interview. Additionally, the participants were told that I was bound by the Protection for
Persons in Care Act, which obliged me to report instances of abuse to the protection for
persons in care office.
Summary
This study was designed to draw into the academic dialogue the voices and
experiences of women whose husbands have moved to a PCH. Qualitative, narrative
methodology was used to provide women with the opportunity to share their stories in
their own words so that their experiences might be better understood. A feminist
theoretical paradigm informed both the methodological choices and the interpretive point‐
of‐view that enabled seeing their personal struggles as linked with larger societal
inequalities. Consideration of credibility and authenticity as well as ethical considerations
given to the design and the execution of this study are intended to increase the strength
and relevance of the findings.
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Chapter 4 – Findings: Making sense of the Data
This chapter details the themes that emerged from the data. As we have seen, the
recruitment phase produced a total of six respondents, all of whom were interviewed for
the study. One participant was interviewed twice as she wanted to add to her original
interview. All of the findings of this section are based on these seven interviews with six
women.
The chapter begins with a presentation of the demographic information, detailing
some of the background information about the women’s education, work lives, and early
marriage years. Next, we look more closely at the women’s lives leading up to, through and
after their husband’s transfer to a PCH. I focus on the women’s needs throughout this life
event as well as the means by which their needs were met. The analysis ends with looking
at some of the conceptual categories emerging from their stories.
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Demographic Information
As shown in Table 1, various demographic details were collected from the
participants.
Table 1
Demographic details
Pseudonym

Age

Length of
time
married

Level of
education

Previous
Employment

Husband’
s age

Husband’s diagnosis at
time of admission

Nika

73

48 yrs

Nurse retired in
2000

80

Alzheimer’s dementia

Gwyneth

79

59 years

University
degree, post
degree
training
Grade 9

Unknown

Alzheimer’s dementia

Mary

80

54 years

Grade 6

Unknown

Stroke

Marla

72

Grade 11

72

Fall (shoulder fracture)
warnicky korsikoff
syndrome

Tracy

79

50 yrs in
2005,
legally
separated
46 yrs

Prior to marriage:
office worker after
marriage,
Homemaker
Catering at
hospital, sewing
factory, hotel
chambermaid
Market rep for
company

81

Stroke, swallowing
difficulties, mobility

Stella

86

>60 yrs

Early 80’s

Lewy Body dementia

Grade 11

Grade 11
Business
college
training

Office admin‐
payroll for
different
companies
Bookkeeper

The participants in this study were all Caucasian. I did not collect specific
information about their family incomes but all of the participants spoke of owning their own
homes and operating vehicles which speaks to degree of financial stability. Two of the five
women did not speak English as their first language, with one participant being an
immigrant from Western Europe and the other participant coming from a rural Eastern
European settlement in Manitoba. The average age of the participants was 78 years old.

EXPERIENCES OF OLDER WOMEN

94

The participants had been married to their husbands for an average of 53 years (in one
interview, the participant did not specify the exact number of years, saying only that she
was married for over 60 years. This is the number on which I based my average although
she could have perhaps been married longer). One participant was legally separated from
her husband in order to protect herself from his debts but self‐identified as a married
woman. She contacted me to participate in this study, indicated in her interview that she
didn’t want a divorce because of her religious beliefs and as she told her story, described
that she was her husband’s sole source of support and his only connection with the outside
world. She visited him regularly including having him at her home for overnight visits. For
these reasons I decided to consider her eligible for the study.
All but one of those interviewed had children. One woman and her husband raised
two children from his previous marriage as well as one child from their own marriage. The
length of time since admission was a category that became a bit unclear since none of the
husbands were admitted directly to the PCH from their homes. Many of them were in
hospital, or a rehab unit before placement. In five of the six cases, the participant’s
husband’s initial hospital admission occurred within the previous twelve months to the
research interviews. In one case, the time since the initial hospital admission was
approximately two years prior to the research interview, with his stay at the recruiting PCH
occurring within the previous twelve months.
education.
Four of six participants in the study had secondary school education. Two had less
than secondary school education, with one woman leaving school after grade 6 and the
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other leaving after grade 9. Two of the women indicated that they had some business
college training after high school and one had a university degree as well as post degree
certification. In the stories I heard, leaving school to help support their families either
financially or practically, was a common reason given for not continuing on with their
studies.
‐I went to grade 11 and that’s it. [why did you decide to leave at grade 11?] because I
figured hmm, there was eight of us in the family, and so I figured well, it’s time that I
went and held up my own and stared working. (Tracy)
‐[what is the highest level of education that you achieved? ]Oh my! (sharp intake of
air) grade 6 [Okay. So why did you leave school at that age?] Well it was time to be
home you know, in the country you didn’t go to school to high school or anything like
that… that was I don’t know how old I was, 14‐15 I had to quit school, help mom.
That’s the way it was out‐ out in the country for everybody (Mary)
‐I just had grade 11 commercial. I had grade 10 matric is what they called it way back
then but my dad was a blue collar worker and my parents were elderly. I was born
when my mom was 45 so I got into the workforce as quickly as possible. (Marla)

One woman had a very different story. She recounts choosing to finish her education
before going to take care of her mother and the consequences of this decision.
three months before my training was finished, before my exams, my mother was
quite ill. And I flew home… aah. To be with her . I went home, and… aahm… I
only stayed for a couple of days but I had to bring my mother into a home. …
(pause) …. my dad called ..me and said you you just have got to come home and
do something with mom. I‐I am beyond wits, I have I have no idea what to do. …
And I Honestly was not going to jeopardize my three months, my whole career
for my mother. And I I hate to say, I love my mother…. And my aunt, her sister
NEVER, EVER, EVER forgave me. ….. never….. I was not a good daughter
whatsoever. (Nika)

We can see from this passage that the choice to finish her education was not a popular
decision and the expectation from at least some of her family members was that she should
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step in to care for her family. The participant did, after her education was finished, go back
home and fill the role as caregiver to the rest of her family. From this passage I can also see
how she needed to explain that she still loved her mother even while choosing to finish her
education, as though her love was in question by her refusal to drop her education to
become a full‐time caregiver.
waged employment.
The participants all spent at least some time in the waged employment sector in a
variety of jobs. Moreover, the participants spoke about those experiences in very positive
terms.
I worked at the (HOSPITAL). I used to cater there. Working in the kitchen like you
know because I used to cater there and I loved that job. So I worked there part‐time
but I worked there quite a few years I worked part‐time and I really liked that. (Mary)
Well…like I say, I’m a born bookkeeper …we all do what we do. Like some people said
how can you sit all day just doing books! Well I love it! (laughs) (Stella)
and so, I went there to work, in the accounting office. And then I ended up as a
switchboard operator in that company which …I loved. Because I was dealing with
the public and it was… my kind of thing. (Gwyneth)
Although work was reportedly quite a positive experience, their waged jobs were
often described as fitting in around their other responsibilities such as being wives
and raising children. Waged work for most of the participants ended before the
women were 65 years old.
I didn’t retire, the company sold out and … I didn’t go back to work… well the kids
weren’t‐ the kids were still at home so you know, I was ah, … looking after kids. Well,
they were at school, they were a little older already but, they were still at home so it
helped to be at home with them. (Tracy)
I worked in a hospital. And I worked midnights for seven years because it was
easier for me to be home with the kids during the day and I would work at night.
Aaahm. I –I don’t know how I did it either because I can’t remember those
seven years. I can’t! (laughing). (Nika)
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supports.
Although the participants mentioned friends, religious communities, husbands and
families that were supports to them in their early marriage years, their stories about their
family lives in the years before their husbands’ illnesses were more likely to illustrate details
about ways in which the women themselves supported their families through their
caregiving and home maintenance work.
I was a faithful audience for what he [husband] did. (Stella)
‐I will never retire, because I was a stay‐at‐home mom. And wife. So, I’m still a wife
and… looking after things. (Gwyneth)
‐ I only worked part time Uh my daughters maintain now when they look back, it’s just
as if I was a single mom , he would uh, just drop in on weekends, like uh Disneyland
dad and uh bring his dirty laundry etc, and uh and uh pack up and leave again. (Marla)
‐I would say he’s a … a lot of times I told him he’s treating me like a maid. (Tracy)
‐I look after the house and him, and the yard too. I go to store, pay bills, (inaudible)
cooking everything. (Mary)
In addition to their jobs, managing the household and raising children, some of the
participants mentioned ways in which they were also supports for their larger communities.
‐I was always into volunteering because, as they would say when they phoned me for
one thing or another, be it the community club, or something at the church or
wherever, well we’re calling you because you don’t work.. I said no, I just stay home
and watch TV all day! (laughs) But I’ve always been a volunteer. (Gwyneth)
‐I taught Sunday school. (Stella)
‐So we both built a church library together. (Nika)
These excerpts clearly speak of the participants as supports to their families and
communities rather than recipients.
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One of the participants did mention a time when she would have wanted help rather
than simply being a support:
I sure would have liked to have had some help when he was practicing his addictions.
If I could have had say a social worker come in and ah, sit him down and say ‘what are
you doing with your life’? And ah, you know,… I‐I‐ that would have been great.
(Marla)
Despite her need and obvious wish for more outside help, she did not receive any.
The Beginning
The participants began their stories about their husband’s admission to a PCH with
details of changes that started occurring sometimes years prior to the event. Although in all
cases there was some sort of catalyst that instigated the actual admission that experience
itself was frequently built on years of history and evolving circumstances. Even for the two
participants whose husbands were paneled after a stroke, these were not stand‐alone
incidents:
well, first of all, I should I say that he had a a stroke back in ‘96 I guess, around ‘95,
‘96. ..he, progressed slowly into a… well…(pause) not being able to do much … he was
having a hard time (Tracy)
Well, ah…. After start from here. Because he had his first stroke over twenty years
ago. Stroke after stroke. Five strokes he had. (Mary)
For those women whose husbands were diagnosed with dementia, changes likewise
occurred very slowly over time.
When I look back in retrospect, now that… I know that he has the dementia… I …
things that he was doing several years before even our doctor was treating him, I
could see it, you know, now that you look back. Things that he never would have
done, that he was doing. It wasn’t him. (Gwyneth)
Slowly... we realized my son especially realized that there was something wrong with
his dad and he kept saying mom we need to do something and have dad checked out
(Nika)
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The exception to the prolonged, gradual changes was one participant whose husband was
diagnosed with Lewy‐Body dementia where within very few months, his behaviour changed
and very suddenly he became violent, requiring his immediate admission to hospital.
Concurrent with these changes in physical health, some of the participants spoke
about decisions they or their husbands made to no longer drive a car.
‐Of course I used to drive. And I gave up driving when we were in (FORMER PLACE OF
RESIDENCE) because after living where it wasn’t… so hectic, I‐ I drove for a year and I
just I knew it was time to stop driving. (Gwyneth)
‐And then one day I saw (HUSBAND) standing by the car, just looking at the car …and
he came in the house and he said “you know I’m never going to drive again” (Stella)
‐well he couldn’t drive because he, couldn’t find his license ah, …I shouldn’t tell you
this, but I hid it. I didn’t tell him where it was. I didn’t really hide it, it was in there,
but … I didn’t help him find it. So that he couldn’t go and renew it because he
couldn’t drive, he‐ I‐I figured he couldn’t drive so that’s why I thought he doesn’t have
to have a –a driver’s license. (Tracy)
As a result of losing a driver (and sometimes two drivers) in the family, adjustments were
made to routines to accommodate this change. Participants recounted how formal services
and informal networks in the form of family were drawn upon to satisfy their need to get
around for various errands. One woman described how she used her local accessible transit
system called the Handi‐dart. Another talked about how, as she and her husband became
less comfortable with driving, particularly in the city, they would rely on their children to
help them get around:
Ah, we would come in from (RURAL MANITOBA) and then she would drive us around
and if we were going shopping, we would use our car but (DAUGHTER) would do the
driving. Because even (HUSBAND) didn’t ah, like the city driving as well. He did it, but
he didn’t like it. Like (DAUGHTER) was used to it. (Stella)
The remainder of the participants continued on as drivers in their families.
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With the gradual changes in their husbands’ health, some of the women’s stories
began including mention of some formal services they received in the home.
And he was having a a ah social worker coming in once a week. She just used to come
and see he‐like he can’t ah like go to the washroom, he has to use a bag. So she used
to come and check that. And check to see if he was doing it right… And and ah, she
she just came to check on him and make sure he was taking his medication and check
his blood pressure. (Tracy)
So we got a guy and he was with us for 10 years. Giving him a bath. He used to come
twice a week giving him a bath and working his hand. (Mary)
I was allowed to have 8 hours of homecare per week where I could go out, maybe
have my hair done, or go shopping, or just be by myself. (Nika)
Along with the introduction of the formal services, some of the interviewees also talked
about ways in which the formal services were problematic. One participant recounted a
long history of having to advocate very strongly for speech therapy and rehab services for
her husband after his numerous strokes, and feeling like these services were not made
available. Later on in that same individual’s story, she recounts experiencing formal
services as a very unwelcome element of surveillance that appraised, but seemingly did not
assist her with the ongoing care of her husband.
Once I was just going just to the bank there … The nurse happened to come…. She was
phoning me…(inaudible) …“why you leaving your husband alone”? I say, I’m just
(inaudible) in the front I told him not to move from the chair, he’s not gonna move.
But he might fall they don’t want him falling. She was so mad. You leave him alone I
told you not to leave him alone. (Mary)
In this passage, the participant does not mention receiving assistance to do her errands and
see to her own needs, but focuses her story on the criticism she received when her
activities were interfering with the care of her husband.
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Issues with formal home‐based services also occurred for another woman. In this
case, she was unable to take advantage of respite services because her husband did not like
people coming to the house.
I had a friend come and look at my computer, he thought it was somebody from
homecare he chased her out of the house. I know ‐ I know where the medical
profession is coming from. You’re not supposed to do anything without the
patient being involved but for crying out loud, they leave me behind with an
angry man and I have to cope with this later, and we just were not making any
headway. (Nika)
We can see that although she was entitled to respite, she was not able to use the
service because it was less complicated for her to give up this service than confuse and
upset her husband.
Changes in living arrangements represent another way in which the women’s lives
with their spouses were in the process of altering. Moving house featured in four of the six
stories in the period of time prior to the admission. They relocated as result of needing
additional support, with two even moving from elsewhere in Canada to Winnipeg in order
to be closer to their adult children as potential sources of aid.
‐I said to him I said I think it would be a good idea if we could go and move to
Winnipeg because our son lives there and its good idea that I am closer that we are
both closer to family … (Nika)
So we sold the house and went … back to Winnipeg. Our sons are here and I was
afraid that if something happened to me, there’s nobody in Victoria for him. So that’s
why we’re here. (Gwyneth)
Three of the six participants had moved to assisted living facilities together with their
husbands prior to the admission with two of them explaining how the assisted living was
necessary to manage their caregiving and homemaking work that was becoming more
difficult as a consequence of their own changing health status.
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‐ So you when he got the stroke, it was two days after I got I had surgery on Cancer.
All this all this (gestures left arm and breast) all this side…so I couldn’t do anything for
two months nothing with this hand, now how can I look after the house and him, and
the yard too. So we decide, sell the house and go in here. [assisted living facility]
(Mary)
‐[ and what made you decide to move from there to here]? The fact that I didn’t have
to cook anymore. Because I have cracked vertebrae and I have this one bad knee.
(Stella)

We can see that as their health circumstances were changing, alterations were gradually
being made so that they were better situated to draw on family supports as well as more
formalized services.
In terms of family relationships, we have seen how adult children were sometimes
mentioned as assisting with some changes occurring in their parent’s lives, from helping
choose a new home to driving etc. However, one participant’s story also included a
description of how, in her blended family, long‐standing relationship tensions were brought
to the fore during this time.
‐And I had asked my son to please come and get his dad once in a while. Just to
give me a break, etcetera. (pause) wouldn’t do it. He would not do it. He
would not do it. In February, or in March, aahm my husband kept asking for him
and I finally called him and I said you mind to give your dad a call or to come
over and he didn’t. …the relationship was very rapidly deteriorating again
because they owed us money and (pause) It‐ it‐ it just didn’t work. (Nika)
In this case, the participant and her ill husband were not getting the kind of contact or
support from their son that they wanted.
The Event
The admissions to the PCH occurred in all cases, after a period of hospitalization and
/or rehabilitation. The reasons for the admissions to hospital were various: from strokes
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(two) to falls resulting in broken bones (two), to a fever and small heart attack (one) to a
violent episode (one). When talking about their experiences surrounding this particular
point in their stories, the themes of control and supports were both important.
In terms of control, each woman was dealing with her husband’s sudden medical crisis
when he was leaving the conjugal home for the last time (aside from the couple who were
legally separated and not co‐habiting) rather than specifically making decisions about
having them admitted to a PCH. This fact shapes these stories in important ways. In only
one instance did a story include any mention of their considering a PCH placement before
the medical crisis occurred. The women did not talk about making a decision to have their
husbands admitted; in most cases, it was a decision that seems to have been made by
someone else. As a result, just as their husbands’ medical crises were something over
which they had little control, the women’s stories likewise reflected a process for which
they did not have a lot of input or control.
He fell initially and broke his hip. And he was in (hospital name) and then from there,
he was sent to (institution name) rehab and he was… well you know, he was
rehabilitated and was able to walk again, and then he had to go in to the nursing
home from there because they… told me they had paneled him. And his cognitive
skills were gone. And that he had to go in a nursing home and that’s how it came to
be. (Gwyneth)
In this case, her own opinions and choices are utterly absent from the telling of this part of
her story. Another participant explained how she ‘just kept quiet’, presumably as a silent
protest while her ability to continue to care for her husband was brought into question,
eventually leading to his admission. She described the circumstances leading to his
admission as ‘a dirty trick’ played on her by the formal systems, as though she were duped
into something she did not want.
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Then they decided I wasn’t looking after him properly see? I just keep quiet all the
time so then they just said. We’re gonna come how and watch how I feed. Hmmm?
Then I don’t, then they just decided I don’t give him pills to get the pills. So then they
decided everything together, well I can’t look after him no more eh? So they decided
to take him there [to the PCH]. (Mary)
Clearly she was not in control of the decision to have her husband admitted to a PCH and
her story was one of judgement and frustration at the unfairness.
Although the admission itself did not seem to be an event over which the participants
had much control, they were required to exercise a certain choice in the selection of the
PCH.
Social worker came she wanted to aaah see where he where they could send him
…she wanted him to go to (PCH). and I ‐ I want ‐ I … didn’t agree to that because it
was going to be too far for me to go, for one thing,… He was in the hospital for five
weeks and then he was transferred over to (PCH) and he’s been there ever since.
(Marla)
In this excerpt, she is able to advocate for a PCH that was nearer to her home rather than
the one originally suggested by the care team. However, she went on to speak about the
policies of the centre (needing to pay for a private nurse to supervise her husband) guiding
her choice as much as the logistical issues of travel. Again, in this next example the wife’s
choices were limited by which centre would actually accept her husband.
we were told uh that he could not live on his own. He had a choice either to go into
a personal care home and there wasn’t uh I would not take him back … Um but
having the legal separation and all I’ve been through, uh I, I uh I didn’t want the
trauma… So as a result he ended up in (PCH). He was refused by most of the
personal care homes and finally (PCH) consented. (Marla)
By the same token, when the women spoke of making their decisions about which
PCH to choose, their choices were made under duress or without complete information
about the PCH.
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‐My son walked into (PCH) because they told him the only place that you could
probably that you gonna find a room and a bed is going to be there. So he went to
(PCH name), he talked to them there, and they said ‘yes’ there would be a bed and
three weeks later we flew him to Winnipeg (long pause). Of course when I got into
(PCH), I was totally devastated. (Nika)
‐So they send me or they told me they give me a paper with names where where I
can go and get him in there eh? Well I tried every place, I could find nobo‐every
place was filled, you know? or you can wait maybe a year or two. They say (PCH
name) said they have one bed ready, one bed. …The next day …they said are you
sending him there I said no I’m not. And I want to say no I don’t have to‐ they always
push him out of [hospital] they’re in a hurry, because they need the beds or that,
you know? (Mary)
In the above stories, the women had to make decisions about where their husbands would
go and seem forced into decisions due to availability, not necessarily desirability. In another
story, the woman recounts actually being tricked into believing the PCH would be better
than it turned out to be.
The floor they showed us was lovely. Big big rooms, very very nice. And … walk in
the front door, it looked lovely, nice dining room… nice upholstered chairs. But
that’s not where my husband was… and .. it was .. different… from night and day.
And when I asked – in fact, my husband wasn’t eating in that fancy dining room and
their reason was oh well we have to be watching to make sure he’s eating. But he
was in this horrible, horrible dining room compared to what I was shown. I was not
shown that particular floor. As I say, the minute I walked in, my my stomach would
flip. (Gwyneth)
During this transitional part of the stories, formal supports take on a more central role
in the provision of physical care for the husbands. Despite this fact, talk of how the formal
systems addressed or considered the perspective of the wives is noticeably absent, even in
light of the fact that the decisions made by these formal systems stood to affect the women
greatly. Women did not talk about being counselled or supported by the PCHs or viewed in
any light by the formal system other than as continued caregivers for their husbands and
substitute decision makers when husbands were unable to do so for themselves. In one of
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the stories, the participant describes how, although she was legally separated from her
husband, she was still called upon to care for him when the hospital wanted to discharge
him.
He had fallen, … and uh he fractured his shoulder and he was lying outside in the
snow. I took him into emergency. They called me to tell me what happened and uh,
expecting that I would take him home. I phoned them and I said no, well I was
legally separated, I didn’t have to. But then, being the bleeding heart that I am, I
called back 5 minutes later, went picked him up, brought him home, nursed him for
2 weeks. And that was terrible because uh he was going through withdrawal from
the alcohol as well as the pain in his shoulder. And he would fall, and I would try to
lift him, push him on the bed, uh and sometimes he was incontinent. So finally a
social worker came over and I begged her to assess him, which she did, and finally
they found him a spot at (REHAB UNIT) where he stayed from July‐ ah‐ January 31
until his uh uh confinement at at (PCH). (Marla)
The use of words such as “I begged” suggests that she was at the mercy of others to decide
how this situation could be resolved, despite the fact that the needs of her husband were
much more complex than she could deal with. Her self‐description as a ‘bleeding heart’
meant that she could be called upon to take up her role of caregiver for her husband to
support the formal systems which could not keep him to detoxify and recover from his fall.
Rather than getting advice or assistance from formal systems, participants’ stories
included mention of turning to adult children for help in difficult situations. Adult children
were mentioned as playing a consultant or supportive role for their mothers in four of the
six stories.
I woke up with (husband name) like my one son‐ in‐ law made me a board with a
name on, on our anniversary with our dates on it you know. And he had picked it up
and hit me across the leg and like, I was … sound asleep …, but what was worse was
he was standing there and he was just ready to hit me across the face. … . it was so
horrible for me but I know that eh, my daughter that’s the registered nurse lived
near here and she phoned our daughter who lives (location), so (daughter) came and
(daughter) took (husband) to the hospital and he was admitted there and he was
there until he was placed in (PCH). (Stella)
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One morning …he got up and he had a hard time walking into the kitchen …so I
asked him I says do you want me to make you come coffee and toast? he couldn’t
drink it and he couldn’t eat the toast. …I phoned my son and he said phone the
ambulance take him to the hospital. So that’s what I did. (Tracy)
One admission story is unique in that, the interview framed her husband’s admission
in terms of having both control and support through seeing it as part of God’s plan for her
and her husband.
I have a very close relationship with God and I talk to him like I talk to you… I kept
saying …I putting it in Your hands and I am also asking You to make sure that I
survive, that he is not left alone, without me, because I know that he would be
totally lost without me. By now it is June and I am doing the laundry, and aahm.
Not thinking about anything except listening to what was happening upstairs, …aah,
to hear if he was doing okay, if he was going out, or whatever. And ahm, suddenly, a
peace came over me. To the point where I stopped my laundry. And I thought what
is this? And this peace was so total that I called my son on his cell and I said God has
answered our prayer, and something is going to happen. …The middle of July and he
has this high fever. I ‐ I was so surprised‐ his temperature went up to 40? I said well
you need to go to the hospital, … NEVER DREAMING that he would never come
back. The doctor admitted him of course and ahm my son came from Winnipeg…
and we didn’t think he was gonna make it. And remember I had this peace over me,
and I said maybe this is what the Lord is telling us. (Nika)
As her husband recovered from his fever, her story goes on to talk about the ways in which
circumstances enabled them to easily sell their house, obtain a Manitoba health card, and
find a PCH in Winnipeg. She believed these to be happening as a consequence of God’s plan
guiding her in her decisions.
Life after the Placement
Our analysis to this point has painted a picture of six women’s lives up to the point
of their husband’s admission to a PCH. We have seen how providing care for others shaped
their lives from an early age and that caregiving continued on through their married lives.
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Additionally, we have seen how even before the husbands’ admissions, family life for these
couples was not only very different from couple to couple, but already in the process of
being altered in many ways. We now turn to look at the women’s life situations after the
admission. The bulk of the interviews were spent talking about what the present was like
for them. This section will look more closely at the issues faced by the women, as they live
on their own without their husbands.
The research objectives sought to examine different areas of women’s lives in order
to look at what changes might have occurred after their husbands moved to a PCH. The
original categories from these objectives, namely formal and informal support systems,
became somewhat problematic upon hearing the stories. Specifically, it became clear that I
needed to do more than identify changes in support systems but also look at how the
women were able to meet their needs through the various systems around them.
Therefore, this section is organized first to identify the different areas of their lives as they
fall under the broad categories of ‘material’ and ‘emotional’ needs. Within each category, I
draw out the issues that emerged in the different aspects of their lives and then look at
what resources they used to meet their needs. The words ‘formal’ and ‘informal’ are used
from here on forward to refer to those sources women used. ‘Formal’ refers to professional
or community services, while ‘informal’ refers to family, friends and neighbours. These
redefinitions of the categories help to clarify the findings. However, it is also important to
point out that there was often a great deal of overlap between the categories, with one
category influencing what happened in another.
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Needs Embedded in the Caregiving Role
The analysis of the women’s needs must begin with a look at their roles as
caregivers. Permeating all discussions of their material and emotional needs is the ongoing
prominence and ‘diffusiveness’ of their caregiving role. Much more prevalent in each of the
stories than discussions of ‘material’ or ‘emotional’ needs of their own, the participants
talked about their husbands’ needs or their own work providing care for their husbands.
The sheer volume of data regarding details of the husbands’ ongoing care and maintenance
was indicative of its importance. Virtually every aspect of the women’s needs discussed in
the interviews, either material or emotional, was deeply embedded in discussions about
their husbands. In comparison, their own needs were rarely explicitly articulated, and often
only manifest obliquely through those of their husbands.. Take for example the following
quote:
They won’t give him incontinent pads. We asked for incontinent pads and we asked
for the pull‐ups… They can’t do that they have to have the ones that you strap on
like diapers. Well you try to put that on a full‐grown man, standing in the bathroom
and put one of those diapers on. You try to visualize this. It doesn’t work. I’m sorry,
but I can have pull‐ups if I buy them. (Nika)
Here we can see how she faces extra expense as a result of her husband’s need for
specialized supplies not offered by the PCH as part of the daily rate which they pay already.
As a result, her own finances are further impacted by having to cover the costs.
Furthermore, from this quote, we can understand that she is continuing to provide hands‐
on care by physically changing his incontinence pads. We see her frustration at not having
the most suitable product for her husband’s needs, and the consequent impact on her
ability to more easily provide care for her husband.
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In the next quote, we see how a participant’s ability to relax, rest and care for
herself is dependent on her husband’s recreation schedule at the PCH:
When I’m leaving I’ll ask them what’s going on in the evening and ah, ah, I I tell them
well he likes music so, I make it a point of making sure that they take him for the –
you know for something that’s going on, which is helpful for me because then I don’t
have to go. (Tracy)
These quotes demonstrate how ongoing caregiving for husbands is very significant if we are
to look at the women’s own material and emotional needs.
As a result of the ongoing centrality of the caregiver’s role, it is important to look at
what their needs as caregivers look like when locus of caregiving is shifted, in most cases
from the family home (with the exception of one couple who was not co‐habiting) to the
personal care home, where at least part of their caregiving duties are taken over by the
formal support system. The participants of the study spoke of providing ongoing care for
their husbands in many ways. For some of the women, this ongoing care included actual
physical care work including cleaning and shaving their husbands, and changing and
washing his clothes.
Of course because I am there, because I’m there every day, the staff depends
very much on me. They need things and… aaah. He won’t get dressed so I
come and I say okay, let’s, let’s get dressed. And and aah, Things are a lot
easier, they told me. When I’m gone, there is much more difficult to handle.
(Nika)
Others spoke of their visits in terms of supervising the care that was being provided,
ensuring the PCH staff were properly seeing to their husbands’ needs.
I was there once I say asking (husband) are the nurses helping you? He says yes.
What did they do? He couldn’t explain to me. He knew but he couldn’t explain to
me. Okay I stay there and watch. (Mary)
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they know that I am there. They know that I am on top of them. One time,
they asked me, when are you coming every day. And I said… I come any time.
I thought if you are gonna know in advance when I am coming, that’s not
gonna help me.. because, you need to be on your toes all the time. (Nika)
Nika’s interview also included advice from herself to other women visiting their
husbands in PCHs in terms of supervision:
visit them as often as you can. And do visit them irregular times so that the staff
does not know when you are coming. If you are always coming on a Wednesday at
3:00, the staff will know that you need to be groomed right by the time it’s three
o’clock comes around. But if you go on a Monday at 10: 00 and you go on a
Wednesday and 3:00 and you go on a Friday at 8:00pm, at least you see that things
are well under control. I mean… that’s that’s…aaa and I … and not by a long shot
am I saying that the people that do not get visitors are not cared for properly. I’m
not saying that. But, because as family are there so frequently, they are also very
careful with the other residents, to make sure that everything is in order. (Nika)
This woman felt that unscheduled visits meant that the staff took better care of other
residents as well as their own husbands.
Other women talked about going to the PCH to see and be with their husbands to
spend time together. For these participants, the caregiving involved caring about his
welfare.
I just like to see him… I always take him down to the cafeteria for something to eat
and he seems to enjoy that. (Gwyneth)
We play cribbage or walk out on the patio with him and uh, he wants to know about
the children and the grandchildren. (Marla)

This aspect of caring about went beyond the times the couple was physically together to
include large segments of the women’s time when the couple was apart as well.
I always think about him every day I don’t, I can’t, I don’t even sleep good, you know
that? (Mary)
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From this quote, we see that though the physical caregiving is no longer the sole
responsibility of the participants, thinking of her husband and not seeing him caused this
woman to worry. Because they are not physically together for much of their time, her
ability to ease her worry by checking on him is reduced.
It is likewise difficult for women when the care being provided for their husbands is
not being done in the way they would like. Four interviews recounted ways in which some
aspect of their husband’s PCH life was not what they’d like for him.
he’s in a room with two fellows, and one … of them, he really snores, and makes a
noise, so I asked the captain, if –how long does he –can’t he be moved to another
room where it’s not so noisy because that guy‐he really makes a noise. But so far,
they haven’t‐it takes a long time they say to get a, get someone moved swapped
from one room to another so… (tsk) he’s still with that guy and that guy was really
making noise yesterday and it was … it was pitiful. (Tracy)

In this case, there are issues with sharing a room with a stranger, which interferes with her
visits with her husband, not to mention his own peace. In another case, the participant
spoke of how the PCH gathered all of the residents around a loud TV during the day. This
participant explained that they had rarely watched TV during their marriage years and felt
that it was agitating for her husband.
I know like if I could convince them that he would be better sitting in his chair in his
room where its quiet because we weren’t the type that – but they gather them all
out into this open area and eh.. (Stella)
Another woman felt the PCH was not cleaned properly; two others talked about difficulties
with laundry going missing or coming back still stained or dirty. The wives have very little
control over how care was provided in the PCH environment resulting in their relinquishing
the control they have been accustomed to having, or taking on the work themselves. The
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third option was trying to find another placement. Two of the women were in the process
of waiting for placements elsewhere.
well, …ah,… they’re not, they’re not beating him up or anything like that, but, he’s
not getting … the right… care. I go there, I get things out of him but he doesn’t do
nothing. They help him but how do they help him? they let him stand on his feet.
Not supposed to, that’s why his foot’s swollen like that. (Mary)
The women were waiting for places at their preferred PCHs to become available before a
transfer could be made. Those participants who were dissatisfied with the PCH spent a
large amount of time either physically with their husbands providing the care they felt was
inadequately being provided, or worrying about what was happening when they were away.
Not Wanting to Complain
Despite voicing issues with the PCHs, when asked outright about their opinions of
them, the participants generally expressed satisfaction with the quality of care their
husbands were receiving.
oh I love (PCH name) I can’t say enough about (PCH). They are so… wonderful. So
caring, I .. yes. You know, when I go, they always say Hi (NAME)! You know, they,
they’re all wonderful, all the care givers, nurses, that (PCH) is super. …
he’s getting good care, I think (Gwyneth)
I think the care is superb actually, I admire everyone that works there and even
though there are things that I might like better if it could happen, I still think that it is
one of the best places over here. (Stella)
Even when women mentioned some aspect of care with which they had issues, there was
often a self‐silencing process that took place in which they took back their criticism, blamed
themselves or defended the institution.
So what can you do? You can’t say too much. (Mary)
Like (husband name) glasses have disappeared, they’ve never found them and the
sheep skin has disappeared and they’ve never found it… I have no idea we had to
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buy him all new clothes and they could be in the wash but you have no idea if
they’re there or if they’re not – and eh, I guess I’m too pernickity. I would like to
know but I don’t feel well enough to bother. (Stella)
Well, I guess its easier for them– for him to be out where they can see him. You
know, who am I to criticize – I couldn’t even work there! (Stella)
Some went on to correct some of the problems they saw with the caregiving by stepping in
themselves to fill the gaps. In one example where a participant’s husband was not getting
shaved, she and her granddaughter visited every day to do it themselves. In another
example, an interviewee started bringing her husband’s laundry home as it was being
misplaced and poorly laundered in her estimation. One woman’s husband had to visit the
hospital and needed bathing. This excerpt illustrates how she would have stepped in to fix
an apparent problem but in this case was unfamiliar with her surrounding and consequently
could not do so.
If I would have known where ‐ the laundry was, where the facecloths were, where
the dishes were, where I could do something, it wouldn’t have been half as bad
because I would have done it. I wouldn’t have let him lay there, but I –I had
nowhere to turn. (Nika)
This woman gave the following explanation for why women silenced themselves or stepped
in to fix a problem without complaining:
And we don’t feel like we want to say much because I know how it is. Here she
comes again, you know? Probably another complaint and I said I didn’t want to be
perceived that way. That’s why you don’t say anything at the beginning. Families
don’t say anything. Because they’re afraid it’s going to be taken out on the resident.
(Nika)
In this situation, “not complaining” can be seen as a form of caregiving, trying to ensure
their husbands don’t bear the brunt of staff frustrations triggered by their complaints.
Another woman spoke of just being glad that her husband was getting good care at all, and
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therefore did not feel like she should try to advocate for DVA to cover the cost of her
husband’s daily rate.
but ah, no, feel I feel, I don’t begrudge the pay, because I know he’s getting looked
after, and I can’t look after him. So that’s why I I don’t care DVA don’t want to pay,
that’s fine. They’ve got things going that he’s not sitting around too much, which I’m
happy (Tracy)
Part of her decision to not speak out in this instance was because she indicated that she
couldn’t look after her husband herself.
Daring to Question
In some cases, though, the participants recounted stories where they did speak up
about some aspect of the PCH’s care for their husbands by asking for some kind of change
to the way care was being provided. One framed the idea of speaking up in terms of
‘daring’:
because… I dare to question them. I dare to say… you know that bell rang for a long
time… how come nobody is listening? And you know? They know that I dare to
speak up. (Nika)
The choice of the word ‘daring’ reinforces the idea that speaking up is difficult to do.
Indeed this participant was very daring and her story included instances where she was a
very strong advocate for her husband, taking her issues all the way to the ‘protection for
persons in care’ office when there was mismanagement of his care during a prolonged
illness requiring two hospitalizations. Other stories of daring to speak up covered a range of
issues. One talked about how she was able to ask for the bathroom garbage to be emptied
more regularly to reduce the odour of waste in her husband’s room. Another woman below
talks about how she finally got the PCH to provide her husband with a diabetic‐friendly diet.

EXPERIENCES OF OLDER WOMEN

116

it took them a while to get in their heads that he’s diabetic. They don’t get stuff like
that. You know? So I said, I said why you give him so much potatoes look he can’t
have that. Well he eats it. I said yes he eats but it’s because you brought it to him.
They look in the chart, to see what’s what. Finally they straighten out but I
mentioned three times straighten out! (Mary)
In each of the cases, daring to speak out resulted in the PCH making changes to resolve the
issue in question.
As another aspect of caregiving, the woman spoke of other family members being
involved with the resident, assisting them, particularly in terms of visiting their husbands.
When I went to (HOLIDAY ABROAD), I was only gone for 6 days. And aahm. I made
sure that they were gonna see him every day. I said so help me, you know. (Nika)
But like ah, (daughter) is coming in on Wednesday so I didn’t go I figured well when
she comes she’ll go and see him so that I won’t have to go so I took another day off.
(Tracy)
One of my sons and his wife will quite often take my husband out in his wheelchair.
My one grandson, he volunteers at (institution) in the cafeteria so sometimes they
go and have supper with my husband when my grandson’s volunteering. And that’s
nice. (Gwyneth)
While presumably other family members have their own relationships with the PCH
resident, we see how the participants speak of family members’ visits to the PCH being of
direct benefit to them.
By the same token, some also spoke of how they wished they could have the
assistance of family members who were not available due to their distance from the PCH.
like, if my daughters were here, then, you know.. th‐the‐the week would really break
up because they could go one day and when‐ the other one could go another day
and so you know, it wouldn’t I wouldn’t have to go… but with them not being here,
it’s only (son) and he’s working, he comes home he’s tired, he doesn’t feel like going
anyplace you know, if he doesn’t have to. (Tracy)
… he’s so far out they have a hard time going to see him, so they go see him ah once
a week my sister, my brother in law. I have some friends that come about once in 2
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weeks to see him from (AREA OF WINNIPEG) to see him too but it was so far that
people don’t go to see him. That’s what it is. (Mary)
In these excerpts, the participants seem to be taking responsibility for their husbands’
visitors, and are disappointed with the fact that the PCH is too far away for others.
Another area of caregiving discussed in their interviews was the ongoing caregiving
duties for people besides their husbands, including family members such as siblings, adult
children and grandchildren, as well as non‐relatives such as neighbours and other PCH
residents. The participants undertook a range of caregiving tasks from physical care to
emotional concern for others. In terms of physical care, one spoke of giving lifts to her
neighbours to the PCH. Another woman started volunteering virtually every day at the PCH
where her husband lived to visit and help care for the other residents, including building a
library for the residents to use. One participant also spoke of volunteering through her
church in various events.
In terms of emotional care, women talked about their adult children and what the
fathers’ illnesses had meant for them.
For my son either he’s very ahm, it’s very difficult for my son. I can see that. He’s
going to have a very hard time. His dad, his dad, you know? His dad is always been
his –here‐ and then this happening is very very difficult on him, very difficult. So I
have not only to look after my emotions. But I have to hold my emotions back in
front of him because you know? I don’t want him to break down, I mean, I wouldn’t
–no‐ I’m not saying that, not on the contrary, I hope that he can break down once in
a while. But he’s holding up strong because he wants to be a support to me, and I
want to be a support to him. (Nika)
And I and it’s very difficult for my sons. My older son does it with humour, he’s very
funny. And I think he deals with it with humour. Because he’s always joking with his
dad. You know. My younger son, I think he finds it very difficult to deal with. He
can’t express it. Not with humour, I think it makes him very sad.. you know.
(Gwyneth)
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In addition, participants spoke about their concern for the well‐being of other family
members who were faced with difficulties such as illness, accident and divorce. They were
tuned in to the emotional needs of many other people around them. Caregiving clearly
extended well beyond the marriage relationship to include many others as well.
Material needs
Material needs refers to the concrete needs of the participants, what was defined as
‘formal’ at the pre‐data collection stage of this research. This category includes such
dimensions as housing, finances, transportation, and other medical services. I look at how
those interviewed talked about each of these areas of their lives after their husband’s
admission highlighting specific needs and how they were met.
housing.
Women of course, have ongoing housing requirements after their husbands are
admitted to a PCH. We have seen how some of them had changed their housing
circumstances even before their husband’s admission. For others, changes continued after
their husbands moved out. Three of the participants moved to more modest
accommodations: two women who were living in two‐bedroom assisted living suites with
their husbands downsized to one‐bedroom suites within the same facilities, and a third
moved in with a family member.
And so then I came to Winnipeg and aahm, (sigh) moved in with my son at the time,
because we didn’t quite know what was going to happen financially. (Nika)
Moving in with her adult child and his family meant that she became immersed in a new
family milieu with a new set of benefits and challenges.
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In terms of the women’s ongoing caregiver’s roles, one aspect of housing that is very
important to examine is the geographical distance between the participant’s place of
residence and their husband’s PCH. For those who drove, distance was less of an issue,
although one woman expressed concern for driving in the winter. Another woman, while
she was a driver and continued to live in her long‐term house, talked about how her
frequent visits to the PCH interfered with her ability to maintain her home as it sapped her
time and energy.
but it plays me out , like I get ready to go, in the morning and try to do a little around
the house and don’t get very much done and go and sit there and sit an hour, an
hour and a half, then I came, I come home, too tired to do anything. So I just …do a
little bit, as much as I can, and that’s it. So my house isn’t really looked after
properly like I’d like it to be. But, I do the best I can. (Tracy)
Although this participant lived with her adult son, it was never suggested that anyone but
herself take on the housekeeping for the home. Also in terms of caregiving, two of the
women whose homes were furthest from their husbands’ PCHs also happened to be non‐
drivers. One of them discusses the irony of her geographical distance from her husband.
And the ironic thing is that, when we lived in Winnipeg [formerly], we lived two
streets from (PCH). I could have been there every day. Now I’m way out here so it’s
difficult. (Gwyneth)
This respondent goes on to discuss how her difficulties with getting to the PCH limits her
visits to once a week, much less than she would like. The other participant who lived far
from her husband discussed how she would have liked to be living nearer to him but due to
long waitlists, she had to change her choice of PCH.
We were going to go to (PCH) – they have, I don’t know, like rooms that the wife can
go there too, but there was a long, long waiting list, so I changed from there, I
changed to there. (Mary)
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The fact that these women were unable to arrange suitable accommodations for
themselves and their husbands that were near one another has had many consequences for
other dimensions of their lives. However the women’s discussion of housing never
suggested a need for systemic change.
finances.
As mentioned above, there was no specific data collected about income levels.
However, all of the women mentioned private pensions, OAS and CPP in their interviews.
Some of the participants also mentioned private investments and military service
pensions/benefits. Obviously, access to money has many far‐reaching consequences for
women’s opportunities. Finances determined where women lived, as well their ability to
see to their needs and those of their husbands.
In terms of changes to finances, the biggest difference for most women upon their
husbands’ admission was the additional expense of the PCH. This change affected women
very differently from story to story. Some women indicated that they felt comfortable with
their level of income after the admission, and that the added expenses were manageable.
I don’t I don’t have to worry, I have enough for bills and whatnot, and food and
whatnot, so, I’m not worried about that. (Stella)
Other women indicated, as mentioned in the housing section, that they down‐sized their
places of residence to help reduce costs.
[are you finding it hard to make ends meet with these extra costs?] No, so far, I’m
doing all right. I manage so far. That’s why I had a two bedroom suite, I went to one
bedroom suite. See it’s one thing… he’s lucky, that, he was working he’s paying but
when he retired he gets a pension from work so that’s what he’s getting, that helps
lots. (Mary)
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Even with downsizing, one participant indicated that her income was insufficient to cover
her expenses, causing her to turn to their savings.
well between‐ between I figured it out. Between our pensions.. ah. And my rent and
his care, those pensions don’t cover it. so I have to go to our investments I thought
there was enough to cover both of us but there isn’t. (Gwyneth)
One of the participants, who was unique in that she maintained full‐time permanent
employment until age 65 in a professional job, felt altogether unable to meet the additional
expenses of maintaining her husband at the PCH as well as her own costs, a circumstance
that forced her to live with her adult child and his family.
More than half of my pension is going to him. And that doesn’t seem fair, because
there is no way that I can move out of here, buy a house, and have the taxes and my
cable, and my… hydro, and my .. gas and my travelling back and forth, my my my
living expenses, there’s no way I can do it. there’s no way, (pause) so I’m really stuck
here. (Nika)
She was upset that the PCH does not consider the context of the remaining spouse, the fact
that she didn’t feel she could even afford a place of her own, but only looks at income to
determine the daily rate of pay.
The cost of the PCH daily rate is only part of the additional expenses facing the wives
of PCH residents. An issue that will be explored more in the section below is the expense of
traveling to and from the PCH. Travel expenses for non‐drivers seemed to limit their
choices.
I could not afford to be taking taxis there and back every day or even once a week.
Ahm. Its just not in my budget. (Gwyneth)
This woman was obliged to take the time‐consuming, less‐convenient Handi‐transit system
because she could not afford taxis. Furthermore, we have seen in the above section how
women are responsible for covering the costs of additional personal items for their
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husbands which frequently get misplaced, stolen or destroyed in the laundry. Women also
spoke of having to pay for meals when they visit their husbands and supplies such as
incontinent pads if they require other than the standard offered by the PCH. In addition to
the expenses of maintaining their husbands, aging related changes resulted in extra
expenses that the participants also spoke about during their interviews. Among the most
common of these were the cost of getting eyeglasses replaced, dental bills including
dentures and hearing aids.
It it it’s totally… inconceivable…. That….on top of what I am doing, that I have all
these other expenses. this dentist? His glasses, he had to have new glasses, he has
dentures, then one day he’s gonna fall out or gonna break or whatever, I’m I’m due
for another seven hundred dollars for dentures. The financial burden is enormous in
my case. (Nika)
Of course, these costs are not covered by the PCH. Although an allowance for incidental
expenses is factored into the calculations for the residential charges here in Manitoba,
these stories suggest the participants felt the allowance to be insufficient.
An important part of the financial picture for these wives is the consequence of their
long term history as caregivers within their families. We have seen how in most cases, the
women’s careers in the waged employment sector came second to their role as caregivers.
One of the wives did not work for wages after her marriage. She describes an arrangement
she had made informally with her husband to enable her to have some form of income in
her own name.
I get half of my husband’s CPP. We split that years ago so that his income would be
less, you know, because I had no‐all I had was my old age and had no CPP. And ah,
so he you know said he’d give me half. Lessen his income. (Gwyneth)
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Specifically, this was an arrangement they made themselves rather than having any formal
acknowledgement through CPP of the financial cost of a lifetime of caregiving. For those
who actually worked for wages during their marriages, there was likewise no question of
ensuring both spouses received equal retirement benefits. Despite the fact that the
participants usually worked for fewer years, and often part‐time, they never spoke of the
disparity in CPP or private pension amounts.
Another consequence of a gendered division of labour is who manages the family
money. Although some of the women looked after the family financial matters throughout
their marriages, that arrangement was not universal. One woman talked about the
difficulty she had in taking over the finances from her husband.
And... I find it difficult dealing with finances. I have power of attorney for my
husband of course. But I just found it difficult dealing with our… financial our
investments, you know, my husband looked after all of that. I never had to do any
of that. I never had to fill out an income tax form. I’ve had to get an accountant
now to do that for me. Yeah. It’s very …very difficult for me. (Gwyneth)
Her role as caregiver fell outside the financial area which put her at a disadvantage when
her husband’s illness necessitated her to take over.
In two of the stories, the wives spoke at length about issues they were having with
finances and their efforts to try to advocate for better circumstances for themselves. In one
instance, the participant was giving over so much of her income to maintain her husband
that she was unable to maintain herself independently. In another, a long‐standing
informal agreement made between legally separated spouses to divide an annuity was not
honoured by the public trustee when they became involved in managing the husband’s
affairs.

EXPERIENCES OF OLDER WOMEN

124

I’m sure if ‐ if this annuity hadn’t been had been left and and our financial situation
could have been left, I’m sure that I wouldn’t have had the tension, the stress that I
do have now. I ahm, I when I did talk to the trustee, I said I tried to explain it to her,
I I don’t think I really got to her, she said well that annuity, you’re you will be the
beneficiary. But that’s that’s not the point. I am supposed to be I’m supposed to be
the co‐annuant. Monthly. Not wait to become the beneficiary. And and … (pause) I
had no part in his financial mess. I did not profit from a penny of what he blew. You
know? (Marla)
Both of the women spoke of lengthy battles with formal systems. In both cases, they felt
financially unable to even continue on fighting because of the expenses of lawyers.
I don’t think is fair but I haven’t gone back to my lawyer um, my daughters don’t
want me to go back yet because they said it would be a costly thing to go to court
and they said you don’t need that. (Marla)
One of the wives explained that the only possible resolution was to legally dissolve the
marriage.
I‐ I have no idea what’s going to happen If the board says no,… then I’m gonna go
and see a lawyer, it’s gonna cost me money, I’m gonna go and see a lawyer, and I’m
going to see what they can do with the separation… involuntary separation, if they,
if anything can be done about that. So we will see. I’m still fighting and I’m still
trying. Aah. I don’t like the idea of being voluntarily separated. I’ve been married
to my husband for forty eight years…. I hate the idea of saying, you know? “We’re
separated.” (Nika)
These women’s stories are filled with frustration as they try to advocate for themselves
against a system that does not seem to be hearing them. The difficulties of these ongoing
unresolved problems deeply affected the women’s daily lives, with one participant even
suffering physically through heart palpitations.
financial supports.
When it came to financial matters, the women seemed to turn to their informal
networks, and usually their adult children. Some of the wives explained how their adult
children helped with advice and information.

EXPERIENCES OF OLDER WOMEN

125

but fortunately, at least I’m financially sound. I can imagine someone that wouldn’t
have the resources and just – you know… but thank goodness I heeded my
daughter’s good advice and did something when I did. I might I might not be in the
position that I’m in so I count my blessings for that. (Marla)
In other stories the participants spoke of their children providing assistance with finances in
a more hands‐on capacity.
And now my granddaughter has signing permission or whatever you call it, on our
bank so that if I am not well and now I don’t have the means in getting around the
same, she can go to the bank for me. (Stella)
So my son has got everything on his computer. And ahm my financial advisor is very
nice but there’s a lot of things that come through in the mail that I don’t understand
so my son, you know, looks after that for me. (Gwyneth)
And there was even indication in the stories that adult children were the go‐to supports for
actual financial assistance, such as in the case with the participant who lived with her son.
so I wonder what other women are doing, that are stuck in this situation,
where they have no help, no financial help anywhere, I mean their children
obviously are helping, has to be. (Nika)
I was telling my daughter, when she was she was down here in March, and I was
telling her about my‐ you know, all the bills I have to pay about that she says mom,
do you want some money? (Marla)
Obviously the informal networks around women are instrumental in helping them
with any number of financial issues. Consequently, problems with money might not
be brought to the attention of formal services.
transportation.
Women spoke of mobilizing to run their errands in one of three ways: driving on
their own in their own vehicle, getting lifts from others, and public (Handi‐transit)
transportation. Perhaps tellingly, no one spoke of ever using the regular municipal bus
service. For the three participants who still drove and owned their own vehicles,
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transportation was less problematic in that they had autonomy. However, even with this
relative benefit, two of them mentioned the added trouble of driving to see their husbands
as part of what they needed to do.
I’m going to the hospital all the time, or the home, whatever you want to call it.
That’s about the only thing that changed is that I’m busy going to see him. (Tracy)
Well, ah ah, I guess, the biggest change is is ah,.. not the personal care home
because we were separated before that. So, well I guess the biggest change is
maybe running there several, maybe two, three times a week. That’s different.
(Marla)
Both cited going to the PCH as the biggest change in their lives for them after the admission.
The other participants were less autonomous in terms of being able to get around
and needed to rely on family and friends for at least some of their transportation needs,
with one woman being totally dependent on her informal network for getting around as a
result of her poor health.
So that’s the biggest change, is more or less being confined, and relying on other
people… I thought, when we moved here and they put him in (PCH) that I’d be able
to walk there. But, since then, I’ve developed Cancer of the (body part) and it’s
affecting how‐ like how I’m able to walk. So, ah, my daughter and my
granddaughter, or both daughters said don’t go by yourself, don’t walk over there by
yourself. Just in case, there something happened and no one was with you, then,
ah, you might end up in a different hospital than (husband). (Stella)
In this case, the participant’s errands and visits were worked around her family members’
work schedules. Significantly for her, some of her family members had recently moved out
of town and were consequently less available, leaving more driving duties to one family
member in particular which caused some tension between them.
The most common occasion for which the women needed lifts from family and
friends was going to the PCH to visit their husbands. They also spoke of getting driven to
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family dinners or to social events with family or friends present. One participant negotiated
lifts from her neighbour by exchanging money and cooking services for rides. Her ability to
make friends, provide a meal and pay money in exchange for a lift enabled this participant
to arrange transportation for herself.
Two of the women were reliant upon the Winnipeg Handi‐Transit system on a
regular basis. One participant primarily used it to visit her husband and had almost
completely eliminated social gatherings from her schedule if she could not get a lift from
someone. Trips to the bank and to the store were limited to those within walking distance
of her home. This participant was still a driver but had heard that she needed to give up
driving altogether in order to qualify to use Handi‐Transit.
[So, when, sorry, just to clarify you said that you used to drive but recently you
haven’t been driving?] …If I drive a car now and they found out they take the handi‐
transit from me. You can’t have one. If you have a car, okay. I met a couple there,
her husband or friend or somebody was there, they were talking about it, she just
brought them in. She says, you know what, I tried for the handi and they wouldn’t
give it to me, and I says why not, she says I drive. Oh, so you don’t get, and she has
a car. Well I didn’t drive much anyway, just around here, so I didn’t, but, so I know
that, so I take the handi‐transit. (Mary)
In her interview, this woman spoke of feeling very lonely in her interview so having her
ability to get around further compromised by the policies of Handi‐Transit only increased
her isolation.
Another Handi‐Transit user also spoke of how the transportation system limited her
ability to travel. In the following excerpt, she discusses how using this system limited her
visits to the PCH.
I use handi‐transit. Now I’m down to one day a week because I just found it so…
difficult. Using handi‐transit, I’m thankful for that service but it takes a lot of my
time. Because you have to be ready when they’re ready to pick you up and drive
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you around. You know. You might want to be half an hour longer at (PCH) but
they’re picking you up at such and such a time. (Gwyneth)
This participant, despite her difficulties meeting the costs, was forced to take taxis on
occasion to do her errands when the Handi‐Transit system was too inconvenient or
inflexible. Below she discusses how she saves money by grouping her errands into as few
trips as possible.
well, when I have to take taxis now, you know, here, when I go to my eye doctors it’s
a taxi back. It’s a fair jaunt. … So I always make a point of going to the bank, doing
what I have to do and then I go over and if I have to pick up prescriptions, whatever I
need at Safeway, I do it in that trip. That, ah, you know, I save money there.
(Gwyneth)
Gwyneth had the experience of taking accessible public transportation in another city
before moving to Winnipeg and had found that system much more flexible than the
Winnipeg system.
Every two months, you were able to buy sixty dollars worth of well it was a hundred
and twenty dollars worth of taxi coupons but you only paid sixty. So if you had say a
ten dollar taxi ride, that cost you five dollars. Which we don’t have here. If you had
to all of a sudden go to the doctor or shopping …I’d always say I’ll take handi‐dart
one way and I’ll take a taxi home. That’s what I did, with those appointments, when
I couldn’t give them a time frame. (Gwyneth)
This participant also pointed out other issues with Winnipeg’s Handi‐transit system that
were problematic.
Now I’ve had times with handi‐transit when they send a smaller car to pick two
people up with walkers. And they can’t get them in the trunks of their cars. And
they might have three people in the car…. Now they’ve got a dilemma. They don’t…
dispatch officer whatever whoever puts these trips together are not … you know
seeing … we can’t get two walkers or a wheelchair and a walker in behind it you
know the trunk of a car. So the small busses are much better. (Gwyneth)
Although these seem like very good suggestions, she did not ever talk of advocating for
improvements.
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well it isn’t the best. But as they say, you take‐ I mean‐ I’m grateful for it because I
could not afford to be taking taxis there and back every day or even once a week.
Ahm. Its just not in my budget. (Gwyneth)
Instead, she emphasized her gratitude to the system such as it was, because she could not
manage financially without it.
self care.
Although the women spoke much more about the health and maintenance needs of
their husbands, they also talked about their own health care needs. As caregivers and wives,
the women were undergoing a major change in their lives which had consequences for their
own health. In terms of their husbands’ relocation, the wives talked about emotional
upheaval.
I always think about him every day I don’t, I can’t, I don’t even sleep good, you
know that? I don’t sleep for a while – long time I don’t sleep good here. And
when he went there it was worse [You weren’t sleeping as well after he left?]
No but now I feel a bit better. If … they think they talk about sending him out,
eh, they get him ready, so I hope he goes there(gestures to new PCH) I can go
every day and spend time with him. (Mary)
And I think if I could… have a good cry, some of my tension and my pain would
dissipate. You know? But they’re not there. [Do you mean your pain from your
arthritis?] Yes, and the pain of separation… yeah. (Gwyneth)
Aside from the effects of worry the women experienced, two of the wives talked
about arthritic pains they suffered, two required mobility aids for ambulation, two
talked about vision problems requiring specialist care, and one was diagnosed with
terminal cancer.
Only one of the participants talked about taking care of her self in terms of
seeking out pleasurable experiences for relaxation.
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And I do things for myself. I do my nails, I have my nails done, I haven’t been
to a spa yet, I don’t know if I will.. but maybe one day, I may just go and say….
Do a facial on me or something, you know? Like…. I don’t know I mean, you
knew you need to do things for yourself and and try to bear it. And when I’m
not with him, I try not to think about him.. (Nika)
Several of the other wives had informal supports in their lives, people whose help
ranged from reminding them to take care of themselves all the way to providing actual
assistance.
everybody is telling me‐ look after yourself, you‐ cause you won’t be going at
all if‐ if you don’t look after yourself, so I don’t know what to do, (Marla)
I just mentioned that I had felt this thing that felt like a hard box just near my
navel, and the next thing I was slated for three different tests‐ a CT scan I
forget what the other two things were and all due to the fact that (daughter)
never misses (Stella)
I like to go to church on Sun‐Saturday instead of Sunday so I can sleep in on
Sunday and then on Sunday, my son (name) goes to see him usually and I don’t
go. That’s my day off. But like ah, (daughter) is coming in on Wednesday so I
didn’t go I figured well when she comes she’ll go and see him so that I won’t
have to go so I took another day off. (Tracy)
Although medical issues requiring trained formal services were sometimes required,
participants generally spoke about informal supports as preferable over formal ones.
No amount of my doctor sometimes has said maybe I –cause I’ve told him you know
I find it at times stressful. And he said do you think maybe talking to a psychologist
might help? I don’t think so. I talk to my friends on the phone. They they know me.
And … I can tell them what’s bothering me and how my husband’s doing or he’s not.
You know, and ah… so I have ears to hear me. (Gwyneth)
We see how she preferred talking to her friends over a psychologist because they knew her
and her husband’s history. This preference seems natural considering how all of the
participants have long histories of managing all of their affairs and providing care for their
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husbands and families. Seeing a psychologist can also be stigmatizing, implying that
something is wrong with them.
on standby.
So far, we have looked at multiple dimensions of wives’ material needs. Before
looking at their emotional experiences after their husbands’ move to a PCH, I highlight a
form of support that emerged from the interviews that does not clearly belong to either the
material or emotional categories. I refer to this as being ‘on standby.’ This category is
presented here at the intersection of the ‘material’ and ‘emotional’ sections of this analysis.
One participant spoke of the reassurance they received from having someone in their lives
that was available for them if they should need.
and plus my friends here in the building that are… I mean every night we eat
together and when we get off the elevator, she said if there’s anything you need
now you just phone. So I know I’ve got that support… I know, you know, help is
there if I need it. she and her husband have been so wonderful. They’ve… I said
they’re like my fairy godparents, they are so good to me. She’s my lifeline (gestures
to Victoria lifeline bracelet) if something happens to me. She’s just down the hall
and I just can’t say enough good about them. (Gwyneth)
From the context, it is not obvious whether these standby supports were regarded as
supports for either material or emotional needs but they were a component of women’s
support nonetheless. Perhaps the fact that these standby people could be useful for
multiple reasons is part of what makes them so desirable. Not surprisingly, this ‘on standby’
individual was always identified as a part of their informal network.
Emotional Needs
Emotional needs refer to non‐logistical matters that the women talked about in their
stories. The interviews were very rich in examples of women discussing the emotional
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dimensions of their lives. In this category, I included the feelings of loneliness,
companionship and dealing with grief and loss.
loneliness.
Like you ah, …you have such a special ah, relationship with the man that you love
and that you’ve lived with that many years and it leaves a great big hole – it takes a
lot people to fill that hole.(Stella)
When a participant’s husband moved to a PCH, she in most cases lost the day‐to‐day
companionship of a long‐term partner. Although the nature of all the couples’ interactions
had in many instances been changing over the years of their husbands’ illnesses, some of
the women still felt very alone.
oh, it’s very lonely. I mean there’s no doubt about it. It’s very lonely. So you just
make the best of you know what you’ve got. There isn’t anything else you can do.
It’s just the way it is. But it’s lonely, very very lonely. (Gwyneth)
just the fact that you miss having somebody with you all the time, somebody you
can talk with, mind you in the last,.. few years it wasn’t easy to talk to my husband.
(Gwyneth)
like I’m lonely. I I feel lonely because there’s nobody here at all, my son lives here
he moved back home and ah, he but he works all day and then he comes home and
he sits in his room and he watches movies or something or he’s going out, so, you
know, it’s… nobody comes to see me. (Tracy)
Even though they were still able to visit their husbands, the experience is different than it
used to be.
it’s the it’s the seeing him sitting there and you can’t talk, he can’t talk to you so that
bothers you. You know? (Tracy)
well of course it’s (sigh) not the same. It will never be the same
It I mean there’s no comparison to having him with me. (Gwyneth)
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One of the participants described how her schedule at home was affected now that she is
alone. She described going through the motions of making dinner and eating though she is
not hungry.
well, just like sometimes, you know, thank goodness for TV…. I just… can’t can’t
explain, how – how I really feel, you know, but you just‐ sometimes you think well it
would be nice to have somebody to come visit. (Tracy)
While she tries to get through the day with routines, this woman comes back to the fact
that she would like someone to be present for her.
Those who seemed to suffer the most with loneliness were those whose
relationships with their husbands were the most interdependent. Throughout their
marriages, these participants and their husbands spent a lot of time together, making the
contrast with his absence more poignant.
Well I’m alone, I got no one. He was, we were together, he was ‐ we go together, we
always went out together, we have company together, I never went out alone,
leaving my home or leaving alone a single ‐no – always together. I see something is
missing, that’s it. I see the one is missing. (long pause) (Mary)
In addition to spending time together, interdependent couples relied on one another for
household chores and had overlapping interests.
one of these days I’m going to get the ironing board – it’s out there and I’ll set it up
and do some ironing because that will be different – because (husband name) he
did, you know he was a good, good man – he would do those kinds of things
like without (husband name) it means I’m eating alone…you know its all different
because we shared so much (Stella)
These couples also spoke of sharing rituals such as watching special TV programs together,
and following sports teams which are now very painful to do alone.
Furthermore, two of the women expressed actual fear of being alone which affected
their physical and mental sense of well‐being.
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When he was in (hospital name) it didn’t bother me, being alone. I went in the day,
it didn’t bother me. Now I am scared at night, (inaudible) but now don’t sleep. I
spend as little time as I could here in the suite. I go to the (gestures to common area)
we have something going on there. I see it says something, I’ll go not to be in the
suite alone. It’s not right to be alone like that …. (Mary)
And in the morning when I was out, feeling like I was going to throw up and was
trying not to, because I was alone and it’s sort of terrifying to me it’s always has
been, and ah, I just kept swallowing, and I just kept saying you know how to get
control Lord, saying it to myself. And I didn’t get sick. But within an hour I phoned
(daughter name) and asked her if she could come and stay with me for a while. And
she was able to work here so, I’m fairly good in the daytime, and they only work till
about 2 so she was here for the night, slept on a piece of foam in the little bedroom.
(Stella)
These participants coped with their fears by reaching out to others, in one case the other
residents of her assisted living complex, and another to her family. We see the importance
of access to informal supports that are physically close or available to come to the women’s
assistance.
At this stage in life, however, many of the women spoke of changes in their informal
networks that made them less available for many reasons. For instance, they spoke of their
informal supports being busy with their own lives.
They’re ‐they’re very busy, I’m‐ I’m not, you know, expecting them to be here but I
know if I needed them they would come. But they’re you know, they’ve got
teenagers and they’re involved in … all manner of sports and music. They’re busy
people. My two daughters‐in‐law work. so it’s ahm, they’re busy people. (Gwyneth)
And friends are great, I’ve made a lot of friends. And they were all helping and they
were all supportive. But each friend has their own family, they have their own… life.
And you cannot expect that they would just drop things and come and help me on a
regular, steady basis for a number of years. (Nika)
Some of the women also mentioned their friends being busy with caring for and visiting
with grandchildren and helping their own adult children in many ways.
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Another reason for supports being unavailable was their living out of town or far
from them. Some participants had moved in the years prior to their husband’s admission
and that meant that networks changed. Although some participants moved closer to their
adult children, other women spoke of their adult children living in other cities or provinces.
For those whose family lived in the city, there were still the issues of availability.
ah yes, yes. Oh yeah I know, you know, help is there if I need it. Yes. Provided
they’re all in town. (Gwyneth)
Finally, many of their friends were experiencing illnesses and difficulties of their own
or were busy as caregivers themselves for spouses who were likewise ill.
like, my ah, my sister’s husband he was sick, and he was… he had died of cancer and
when he was sick, we were going to see him, you know, either at his house or at the
hospital, we always went to see him. My sister, she died of Cancer, , my [other]
sister died, she she ah she had different operations and we were close. I used to go
and see her all the time. And then she passed away and then (NAME) got sick, so,
ah, I used to go and see her. And well, in the meantime (NAME) had passed away
already, of cancer.(Tracy)
they have their own problems too. Like my my sister‐in‐law her her sister is dying of
cancer and her‐ brother‐in‐law fell, broke his hip. Just everything, you know, it
seems like everything is happening this this summer, so, maybe they haven’t go the
time, you know? (Tracy)
Through these illnesses and deaths, we see how some women’s networks were actually
shrinking in size.
Although loneliness affected many of the participants to some extent, the women
also had many stories to share about relationships and interactions in their lives that helped
them feel less lonely. For some, adjusting to being alone was easier due to the nature of
their relationships with their husbands. Unlike the interdependent couples, these women
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led very independent lives before the admission. Consequently, the change to single living
was less traumatic.
I have adjusted living alone now and uh uh, and it probably wasn’t as difficult for me
adjusting to living alone because he travelled from Monday to Friday and I was, I was
independent. (Marla)
I guess because… there wasn’t that much interaction before, before he went to the
hospital. He wasn’t like‐ he was around but he wasn’t around. So that’s why, I
guess, I don’t feel that I miss him that much. (Tracy)
These couples’ histories meant that the women were in some ways prepared for living by
themselves and were presumably used to looking outside the marriage relationship to find a
network of supports.
Women also talked about the different relationships in their lives which helped
them feel supported. In some instances, this support was a formal support.
[do you feel like you would be able to talk to anyone there, if you had a problem here
in your life, that had nothing to do with (PCH)?] oh yeah, I could go there, I’d talk to
the social workers [are there any other relationships that you’ve made at the centre]
no, just the social workers. The receptionist knows me now and a she’s she doesn’t
even have to ask for my name. (Tracy)
The serving girls are very caring (Stella)
Notable for its absence is any talk of spousal support groups within the PCH environment,
despite the fact that these often exist.
Much more prevalent than formal supports were informal supports such as friends
and family. Women who lived in assisted living complexes seemed to be at an advantage in
some respects by being in close proximity to many people with whom they could have the
opportunity to make friends. Some spoke of spending time and interacting with this new
set of friends.
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my gang is, and not only that but like I say, I’ve made friends with so many more that
if I like I’m going to be late, but if I go down late, I can always sit with somebody
that’s still there and they don’t mind. And so that’s, that’s a good thing. (Stella)
Oh, I’ve made some very good friends. Another‐ my best friend in this building is
from (CITY) and she and her husband have been so wonderful. They’ve… I said
they’re like my fairy godparents; they are so good to me. She’s just down the hall
and I just can’t say enough good about them. And then I’ve made friends with other
tenants in the building. (Gwyneth)
One individual talked about her efforts to get to know the other tenants of her block. Her
involvement in the lives of those around her means that they are also involved in her life.
So ah, ah, I I think generally speaking that ah, except for like a few women that are
very quiet and ah come in and eat and leave and go back to their rooms that I know
probably know to speak to and know names of ah half of them: because I like
people. and most of them know, that (husband) is in (PCH). And ah, they’ll stop and
ask how he’s doing which is, you know half of living is taking an interest in other
people and other people take interest in you. And I think you only get that if .. you
do your part. (Stella)
Some of the participants also spoke about their long‐standing relationships with friends that
sustained them even beyond physical separation. One woman spoke of talking on the
telephone to a friend in a different province and finding that many people were asking after
her. This was a comfort.
You have no idea how much the people are missing you here. She said they want to
see you they constantly talk about you, they constantly ask what you’re doing and I
get cards from them, I get phone calls, I get … it’s just totally awesome, I… I had no
idea. (Nika)
Ahm. I have three very close friends who we’re all from (HOMETOWN). And one’s
in (CITY), one’s in (CITY) and one’s in (CITY). So we’re on the phone every week to
one another. And that, that sustains me. (laughs) they’re all widowed. And ah,
they’re wonderful at phoning me or I phone them. …it gets me through a day just to
hear their voices. And we’ve been friends for over sixty years. We go way back.
(Gwyneth)
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Another very important connection for women was their families. Participants spoke
of talking to their out‐of‐town family members on the phone as well as seeing and visiting
with family face‐to‐face.
(Granddaughter’s name) my little girl my little girl, she’s (AGE). And she knows
when I have been sad. I mean it’s… different now because I am not as sad as much
anymore but in the beginning, I would just go into my own corner and cry. Or I
would just sort of sit here and suddenly, she would come and sit with me and not
ask a question –nothing! Just sit with me, and just…. Come in my arms and sit here,
just saying nothing. And , and it was such a support. (Nika)
well, there are times when ah, like (daughter) is a softie, and we can talk and laugh
and everything. (Stella)
Both through families and friends, women talked much more about informal supports for
their emotional needs than formal ones.
grief and loss.
A very poignant theme within these stories was the expressions of grief for different
losses in the lives of the participants. Grief was expressed in what women said and the way
they said it. Many cried during their interviews or talked about shedding tears:
I am not as sad as much anymore but in the beginning, I would just go into my own
corner and cry. Or I would just sort of sit here (Nika)
But if you’re wondering why I’m not shedding any tears, I guess I shed them all. And
they just don’t come anymore. They’re not there. I try sometimes. It doesn’t come.
And… I used to cry at the drop of a hat. I used to cry at a sad movie, I’d cry… when
they sang O Canada. But there’s no tears there anymore [and why do you think that
is?] I don’t know. I don’t know. I guess I’ve cried my share. Maybe you only get so
many in a lifetime. But. And I think if I could… have a good cry, some of my tension
and my pain would dissipate. You know? But they’re not there. (Gwyneth)
Grief and loss were experienced in multiple areas of the women’s lives. One cause of grief
was seeing the deterioration in the physical and mental abilities of their husbands. Many
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wives spoke of what their husbands were like before and grieved for their husbands’ former
selves.
yeah, yeah. And you know, and to think, I mean he’s so… he was such ah, intelligent
person. He... he has this degree in accounting and now you know, he can’t hold a
pen. Ah. He loved to read. He no longer reads books. (Gwyneth)
because (husband name) was always such a gentleman and so caring and kind …but
he was never, ever, ever rough in any way… that was just heartrending to
me.(pause) (Stella)
Other women likewise expressed grief over their husbands’ lessened abilities to keep
themselves clean, feed themselves, be active, and recognize family members. Conversely,
one of the participants seemed to be comforted by some of the continuity in her husband’s
characteristics through his life to the present, despite his illness.
Because he was and he’s still witty. He still has his witty sense of humour and some
days you can’t understand a word he’s saying and then all of a sudden, he comes out
with a witty remark as clear as a bell. And everybody just cracks up laughing. You
know, they all say, you know, he’s so witty. And he always was. And they always tell
me at (PCH) he’s got he’s such a gentleman. He always was a gentleman. That still
remains. (Gwyneth)
Many of the participants also spoke about the altered nature of their relationships. The
physical and /or cognitive changes in their husbands meant that the dynamics of their
relationship were very different.
There is no – eh..what’s the word?? No interchange with us … it’s the seeing him
sitting there and you can’t talk, he can’t talk to you so that bothers you. You know.
(Tracy)
One woman expressed through her tears that the man she sees is no longer her husband,
but only looks the same. This idea of no longer having the husband they once knew as a
result of his physical and cognitive changes led some of the women to express complicated
feelings of having lost but not lost their husbands at the same time.
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I guess it’s just the fact… it’s a loss. You know, I still have him but I don’t have him.
So I don’t know how else to describe it Colette. It’s just a big… not a void because
he’s still here. When I moved from the bigger apartment up to this one they asked
me ..you know, his name was on the door, did I want just my name. I said no. he’s
still here. Ahm. So his name is still on the door but he’s not here. I don’t know how
else to describe it. It’s not easy. (Gwyneth)
This sense of having but not having was compared to widowhood by some of the
participants.
Sometimes I liken myself to a widow with a child. I don’t know if any others feel that
way, but to me that is what it must be like if you’re widowed and you you have a
child because… dealing – now when they tell me that his attention span is about two
minutes, that’s like a child. but you can’t pick him up like you can with a child. You
know, and they fall. When he falls, I can’t pick him up. That’s… difficult. (Gwyneth)
when you lose someone you love and in a sense I have already lost (husband
name) and I guess seeing him deteriorate has little by little, … and like my
young daughter came and we weeded out all of his clothes (Stella)
Unlike widowhood, however, there is no sense of closure for the participants because their
husbands are still alive.
Another dimension of grief had to do with mourning a loss for their past together.
Those who shared many interests with their husbands expressed grief that their lives were
no longer as they were.
we used to walk over there with our dogs. It makes me feel sad because, you know,
we were always over in the park with our dogs. (Gwyneth)
Along with mourning for a past that was no longer, was grief over the loss of a joint future
that will never be. The disease process and admission of husbands is not a dream for any of
us. As a result, some of the participants were grieving for the loss of the future they would
not be able to live out together as they had envisioned.
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he wanted to travel ‐ always wanted to go to Thompson and that way… never went.
We wanted to go for like a holiday like and go away and we never did that, we never
did that. Had the stroke and that finished everything, everything. (Mary)
I never envisioned my… senior years being the way they turned out, you know? Ah,
you think well, you’re going to retire, and you’ll live‐ you’ll care for one another
and… be there for one another, instead of having the problems that I have
encountered. (Marla)
The idea of ‘golden years’ was considered in some of the interviews and the women felt
that the reality they were living did not live up to the promise held in the expression.
golden years, eh? Rusty years. (laughs) see what you have to look forward to?
(Tracy)
look, ah, you call this golden years? (laughs) I says well, whoever invented the
golden years must be sick! (laughs) because there is no such thing. (Mary)
Another area of loss was in independence. The women were undergoing changes in
their own circumstances that in some cases were forcing them to be less self‐reliant than
they would like to be.
It’s been… a big big big transition from living for 48 years with a man and then … in
your own home doing your own things and paying your own bills and making your
own decisions and suddenly‐ you’re stuck in a basement and you’re obviously no
longer in charge‐ of .. your home, a home, ah,,, you know so it’s a big big big big
step. Trust me, it’s a big step. (Nika)

One of the other respondents talked about how difficult it was to be totally reliant on family
members for her transportation needs in comparison when she and her husband were
mobile and could do errands on their own.
In general, grief and loss were difficult emotions with no clear resolution or solution
for these feelings. When the participants spoke of feeling alone, they were also able to talk
about becoming more reliant on other networks to help ease their loneliness. With grief
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and loss however, even when women could talk about their feelings with their informal
networks, there was no equivalent remedy; in essence, it is the part of the ‘great big hole’
that cannot be filled. However, some women did mention things that gave them some
comfort. Some spoke of looking retrospectively back at their lives to seek comfort in the
good things they had experienced. The other source of comfort for women was in their
legacy as a couple, where the values held dear by themselves and their husbands were
reflected in their children and grandchildren.
I mean I think we had wonderful daughters and they married really good men. And
because they’re pretty good, Christian people and the children are very acceptable
to me (chuckle) and it’s it’s good – And to say that most of them are pretty good
people is, is, it does my heart good. (Stella)
You know because I had such a wonderful husband and family and a wonderful life…
you know. And of course it’s gone. We always had our pets and it’s ahm. And our
volunteer work, and that’s all taken. That’s a big big transition. And I’m not able to
volunteer anymore. But I .. say to myself you did you share, just be grateful that
you could do that. And I’m happy to say that my… kids have that volunteer spirit,
you know, they do all they can. They volunteer so I hope we taught them
something. (Gwyneth)
These participants were able to take comfort in the fact that the children from their
marriages continued their legacies.
One other source of comfort from which two of the participants gained strength,
was their faith and belief in God. Faith in God gave these women the ability to cope beyond
what they would have considered themselves able to do alone.
[so how about how your –the transition of your husband moving to a PCH. How does
your faith help you with that event?] It helped me in the simple fact that when you
have been in the same house and slept in the same bed with a man you love for over
sixty one years, and suddenly, you’re alone, there has to be some kind of power that
allows you –like, I have gone to bed, closed my eyes, said a prayer, closed my eyes,
and the next thing it was morning. That’s how well I slept. Basically, I feel that my
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faith has kept me going. And given me given me the trust that God is still in control.
(Stella)
Furthermore, faith in God was associated with being part of a religious community. The
women spoke of the benefits of support that came from this community in practical terms
of actual physical assistance where one woman’s church community helped her pack her
house and move, as well as support through prayer.
I think that I’ve just adjusted, that’s all. and I don’t take credit completely.. I take
the credit for the lord in my life, and for the prayers, like, there’s a prayer group in
ah, that I hear from they send me cards and whatnot. From ah, (small town in
Manitoba). And there’s my daughter’s‐ my young sister’s prayer group in ah, (small
town Manitoba) they pray for (husband name) and I. and I think it’s those prayers
are being answered. I want that bravery or the stamina on my own but I think it’s
down to prayer. (Stella)
One individual was able to frame the entire ordeal of her husband’s long term disease
process and admission to a PCH in terms of being able to serve God, which helped her to
cope with the many difficulties she faced and even expressed gratitude for the opportunity.
I ‐I am actually thankful at the present time that all this has happened because my
real me is probably coming out more and more and more, because before that, I had
my husband and my children and my life … and I’m glad that this was happening to
me, that I’ve been able to… come out and serve [God]. Serve. (Nika)
Important Additional Themes
Throughout the participants’ stories, several themes emerged consistently which
seemed to have roles in shaping the women’s experiences to different degrees. These
concepts stem from women’s histories as caregivers, and the economic, social and
emotional dimensions tied to the caregiving role. These themes are guilt, entitlement,
reciprocity and obligation.

EXPERIENCES OF OLDER WOMEN

144

guilt.
Many of those interviewed spoke of feeling guilty. Guilt seems to be almost a by‐
product of the caregiver’s role. Women who didn’t think they measured up to their
idealized caregiver model in some way, felt guilty. In their interviews the notion of guilt
about their caregiving spanned the whole of their caregiving careers. Some women spoke
of retrospective guilt‐ in one instance, a participant spoke about certain parenting choices
she’d made in the past and was trying to feel not guilty about how those choices might have
had an ongoing impact on her adult children. Another participant worried that she didn’t
give her husband enough of her attention during the years she cared for both her aging
parents and her teenage children.
In terms of their husbands living in a PCH, women expressed guilt about not visiting
enough. One respondent who talked about visiting more often than she would want, still
made herself visit almost every day, despite the fact that she was exhausted.
[Son] always says you don’t have to go, you don’t have to go mom, but … I go.
Because I …I like I said‐ I feel guilty if I don’t go. Because I feel, he’s lonesome by
himself, there, even though there’s people around. (Tracy)
Another participant recounted how a woman made her feel guilty for not visiting more
often. Again in this case, she was visiting as often as she could but her transportation
difficulties were limiting her visits.
At that time I was going to see my husband three times a week. So this… person, one
day asked me how often I went and I said I’m down to one day a week. Oh well,
when her husband was sick, she went every day. And it … (sigh) you know, it was
like putting a guilt trip on me. And I and there were other people who heard her say
that and they just told me don’t pay any attention to it. But I… it haunts me.
(Gwyneth)
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Both of these participants seemed to experience guilt when they put their own needs first,
as though that was something they should not be doing. Another participant also discussed
guilt in terms of visiting and had some advice to other women.
and I can say you know, to a certain extent, if you don’t want to visit your mate or
your husband on a daily basis, you don’t have to and surely you shouldn’t feel guilty
about it. The only reason why I am doing it is because I promised him. I am the kind
of person that, when you promise something, try to keep your promises so that’s
what why I am there so often. But I feel that…(clear throat) if you cannot be there
every day, you should not feel guilty. (Nika)
It is interesting that this participant, though she felt women didn’t need to visit every day,
she still continued to do so herself.
In another instance, a participant discussed guilt in the context of going for a holiday
and leaving her husband behind. Once again, a woman’s self care and recreation caused
guilty feelings. She explained how she worked to keep her mind focused away from what
was happening at the PCH to be able to enjoy herself.
And… aah…. To a certain extent, maybe, I do feel a little guilty that I’m going away,
and that I’ve been gone for three weeks to (PLACE), and have and I had a good time
(Nika)
This same participant also talked about trying to avoid future guilt over a decision she’d
made to move her husband to a different PCH. Although this choice was made to improve
his quality of care, she was worried that her choice might have negative consequences for
her husband’s health.
I am moving him to (PCH). some people say well it may push him over the edge.
Other people will say it may take a couple of weeks, it may take a couple of months,
but he will adjust. They all adjust. And So he will adjust. And if it it pushes him over
the edge,… Colette, so be it. I am not… going to feel guilty. I am NOT, I REFUSE, I I
hope I can. (Nika)
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She had made up her mind to face whatever uncertainty lay in this decision because it was the
best decision that she could make with the information she had.
entitlement/non‐entitlement: “I just have to be thankful”.
In the Caregiving section above, we have seen how the women often went through a
self‐silencing process when it came to raising a concern about something happening at the
PCH. We have also seen how in instances when women actually did speak up, the issue was
often corrected. Likewise, when it came to issues in their own lives, women usually did not
speak up. Some shared stories of inconveniences or difficulties they faced in different
aspects of their lives as discussed in the sections above. In many of the cases, speaking up
about a problem was reframed to focus on being thankful for whatever version of help they
did have, rather than on the shortcomings of any service they were receiving. One
participant had a lot of difficulty with Handi‐Transit but quickly expressed gratitude for
having any service whatsoever. One participant said, “It isn’t the best but as they say, you
take‐I mean, I’m grateful for it”(Stella). Another participant talked about how Veteran’s
Affairs made a dental benefit claim application confusing and required her son to help her.
This process took months of waiting and phone calls but ultimately her husband’s
procedure was covered,
They did… eventually, after many many months, they did. Pay it for me, for which
I’m grateful.(Stella)
Rather than speaking up about the obvious difficulties with the claims procedures, the
participant focused on being grateful to Veteran’s Affairs for ultimately covering the costs.
Another participant’s story hinted at personal items from the assisted living complex
going missing.
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if like the cleaning girls here were not here, they come in and do their stuff and I
can’t imagine you know, even suspecting that they would take anything so I don’t
know – I just admire anybody that is a servant I think that it’s not easy. so I admire
them and you know I think to myself well I wouldn’t have it if God hadn’t seen that
we got it and if they need it more than I do I probably can do without it.. (Stella)
This woman also framed this story by stating that she had too much stuff anyway. She
focused on her feelings of gratitude for the cleaning staff rather than on the fact that
cleaning services is something she pays for as part of her rent.
All of these stories speak of women not feeling entitled to getting better service for
themselves. While we have seen women daring to speak up within the PCH environment
on their husband’s behalf, they were less likely to do so for themselves. There were two
exceptions to this case; two of the interviewees felt they were entitled to more money than
they were given access to, by the public trustee in one case, and the PCH daily rate
calculations in another. At the time of their interviews they were in the process of
advocating for themselves through different channels. Their initial processes were
unsuccessful and they were both taking further steps.
A notable absence in all the stories was women talking about asking the PCH for
assistance with any matters in their own lives. They were all extended members of the PCH
community, not only through their regular visits, but through their ongoing caregiving for
their husbands, which took place alongside professional care givers and an interdisciplinary
health care team. Despite this fact, the participants themselves did not feel they were
entitled to any assistance, advice or expertise from the PCH.
I‐I‐I’m extra baggage as far as I’m concerned – to them. I have my own resources in
my own family that I can if I need anything or you know. [What do you mean by
extra baggage?] Ah, it’s just ah, I’m the extra ba‐ you know, I’ I I’m an appendage of
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his. So they don’t they they don’t ah, … I don’t qualify to be … you know, care for by
them or be advised by them. (Marla)
This participant’s self‐description as ‘extra baggage’ and an ‘appendage’ suggests that she
perceives all of the PCH resources as geared towards the maintenance of the resident while
support for the larger caregiving reality is not considered part of the scope of the PCH’s
mandate for service.
reciprocity.
Another concept emerging from this data analysis was that of reciprocity.
Reciprocity entailed the provision of one service for another and was introduced into some
of the stories in a number of ways, both in terms of achieving some reciprocal exchange
which would ultimately benefit the participant, or feeling like their work and gestures were
not reciprocated, leaving participants feeling unsupported. In terms of negotiating a
reciprocal arrangement, one participant talked about giving money to the serving staff at
her assisted living complex in exchange for their consideration of her dietary preferences, or
her occasional need to have her meal brought to her room. This same participant spoke of
an arrangement she had made with another resident to negotiate car rides for herself to
run some errands and visit her husband.
well, yeah, well, in the (assisted living complex name) I’ve made friends with a lady
and I always cooked a turkey. So, when I cooked the turkey, I gave the lady all the
dark meat and told her she could share it with whoever she wished. So, when she
knew that I needed a ride, she said I’ll take you” but ah, she doesn’t have as much as
I felt we had. So, I always paid her. And she was willing to take me like she still will I
hope. (Stella)
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This arrangement seemed to work but apparently feeling entitled to ask for a lift seemed to
be dependent on her continued capacity to cook and to pay money. In actual fact, this
individual was seriously ill and would be unlikely to be continuing to cook for long.
When it came to caregiving for their husbands, reciprocity was discussed in several
ways. First of all, one woman talked about her gratitude to the PCH for taking care of her
husband when she was no longer able to continue doing so. I believe this idea ties in to the
earlier caregiving and entitlement discussions. Women who feel indebted to the PCH for
taking over their caregiving role are less likely to speak up about practices that could be
improved.
He can’t help how he’s degenerated ‐ I mean it isn’t something he would wish and
eh, but I can’t do it and I try to be eh, what’s the word? Thankful to the people that
look after him – I try to let them know (Stella)
In this example the participant talked about returning thanks for the care of her husband.
For another woman, reciprocity was brought up in her story in terms of an exchange
for help with visiting her husband. She felt that though she always went to visit family
members who were ill, no one was returning her services now that her own husband was ill.
So, I used to go and see them, and now with my husband in the hospital, nobody is
coming to see him and you know I I feel … I feel… they don’t care that’s the way I
feel, so right now, I figure, I’m not going to see anybody either. … I figure I do my I
do my duty to them but they… seem that they don’t have to do it for me. (Tracy)
The fact that ‘doing her duty’ was going unrewarded by those around her meant that this
woman was feeling very unsupported by her informal network. We see how even though
these women were caregivers without receiving any financial compensation, they still had
expectations of receiving help from a perspective of reciprocity. Two of the women talked
about their visits to their husbands as unreciprocated care work.
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this one social worker said to me would he do for you what you are doing for him if
you were in his position and I said no. (Marla)
In this instance, the participant was told she didn’t need to visit her husband as often as she
did because he had a history of not keeping her interests in mind through many years of
addictions. She also talked about feeling very frustrated when the public trustee did not
grant her access to an annuity in her husband’s name which she felt she had earned for her
years of trouble in the relationship. In another story, the respondent likewise felt her
husband would not have reciprocated her visits
like a lot of times I think … if it was me in the hospital, he wouldn’t be coming to see
me like that. (Tracy)
This realization heightened this woman’s sense of burden at having to visit as often as she
did. In both of these cases, these women’s realization that their care work wasn’t being or
wouldn’t be reciprocated did not free their consciences from continuing with their care
work.
obligation.
The need to continue caregiving despite a lack of reciprocity ties in with this next
theme of obligation. Two of the women voiced their feelings of obligation to continue
caring for their husbands regardless of how little they received in return or how little they
benefitted themselves.
[You’d said the word obligation before, what does that word mean when you say
that?] Well … like that I should be going. I I ahm, I’m the wife, I I’m obliged to go.
Oh I don’t know, sometimes I wonder… get a divorce (laughs). (Tracy)
For this woman, the idea of caregiving seems to be synonymous with the very definition of
being a wife. Doing one’s wifely duty is an idea that has strong moral tones which we have
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witnessed elsewhere during this analysis, such as in the guilt section above. This same
participant talked about where these ideas might have come from.
[Where does the message come from, you’re the wife, you should go?] I guess
from… from… maybe going to Church. You know, going, I’ve always gone to church
and … not just on Sundays but during the week too, you know, so maybe that’s why.
I figure the good Lord is telling me that I should go and see him (Tracy)
Wifely caregiving duties are obviously related to her sense of religious duty. She referred to
herself elsewhere in the interview as doing a good deed by going to visit her husband,
which again evokes the idea of duty. This idea was echoed by another participant, who
likewise saw her ongoing caregiving work as reflecting a “Christian attitude” towards her
husband.
It’s hard to accept, but you have to accept it
Another theme emerging from the participants’ interviews is that of ‘toughing it out’
and accepting their realities. In discussing the many challenges they faced during this
difficult time of their lives, the women found ways to rise above all of the material and
emotional difficulties they were facing. This group of participants used expressions
throughout their interviews that indicated they were facing these obstacles with bravery
and of doing the best they could and then letting go of whatever was left undone.
I just have to tell myself I’ve done all I can. (Gwyneth)
I console myself with the fact that I did the best I could. (Stella)
They also spoke of looking at the broader context of their lives to make sense of their
difficulties. This act seemed to bring perspective and acceptance with regards to their grief.
‐But that’s life, isn’t it? (Tracy)
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‐But ah, that’s life, you can’t ah, I really do believe that you can’t rely on someone
else to create your happiness. You have to create your own. (Marla)
‐I don’t know, just ah. (big sigh) that’s the way it goes. (Mary)
‐well I‐I’ve accepted the fact that this is where I am. And I’m grateful that I’m able to
be in this place. There’s things I don’t like about it of course. But on the whole, I’m I
guess I’m content with my life as it is. (Gwyneth)
‐well it’s all very different because when you’ve never had to deal with it, all of a
sudden you’re faced with it. So, you, you have to face it, don’t you? [Deal with
what?] Well just the fact that. This is what what’s happening and.… accepting. That
this is the way it has to be. Because there isn’t a thing you can do about it.
(Gwyneth)
Finally, participants spoke of carrying on despite adversity.
‐but doing it alone is sometimes heartrending but I still do it (Stella)
‐That’s what saves me, is by helping other people. You need to go out and not sit
there and feel sorry for yourself. Not easy. It’s much easier in life. To have a
negative attitude and to just sit there and do nothing, than to than to pull yourself
up….(pause) And say… I’m gonna do this , I just gotta get out and do this. (Nika)
All of the participants engaged in this form of speech at some point in their interviews.
What women said would be helpful
Near the end of each of the interviews, the participants were asked directly what
would be helpful for them during their husband’s transition to a PCH. My sense was that
this was a difficult question for them to answer. All had shared a great deal of information
about the transition experience and their husband’s illness and ongoing care. Some of the
answers likewise reflected the fact that these women were still deeply involved in their
caregiving roles. In this section, I am putting forth the answers the women made when
asked directly. However, they also made reference to difficulties or issues they had that fell

EXPERIENCES OF OLDER WOMEN

153

outside the scope of this direct question. These difficulties are worth examining and will
shape the discussion and recommendation section to follow.
In terms of what the women said that would be helpful, two did not articulate
anything specific that could have helped them during the transition experience. One of
them indicated that her faith in God allowed this transition to be as easy as it has been for
her. The other indicated that she would have liked more support years ago, when her
husband was practicing his addictions but could not directly indicate anything that could
have made the transition experience easier.
Two individuals were unhappy with the PCH in which their husband was
immediately placed upon paneling. They had to choose a PCH for their spouses quickly and
though there was an illusion of choice, they were forced to choose the placement based
solely on availability. These two indicated that it would have been helpful for them if their
husbands could have bypassed the first placement and gone directly to the PCH they
ultimately wanted for their husbands.
Another participant indicated that she would have liked to have had assistance going
to see her husband so that she was not always having to do it herself. She felt that he
needed company at the PCH but was finding it difficult to go herself all the time. She said,
“well having somebody going to see him instead of me always going to see him, you know”
(Tracy). To this point, the suggestions all had to do with their caregiving role. Providing
good, quality care to their husbands was obviously of utmost importance to the
participants. Being vocal about their own needs was not as easily done.
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One exception to the requests for help with caregiving came forth when one woman
indicated that she herself was lonely and would like to have visitors for company.
(pause) Well you know? If I had someone to come and spend some time with me to
talk (long pause) to talk. Sure I go there (gestures to common room of assisted living
facility) some days but it’s not the same – specially evening. Come in the evening,
I‘m alone in the house…. Someone to talk to …. That would be the most…thing.
(Mary)
She was extremely socially isolated and her husband’s PCH was quite far from her home.
She had been very involved in caring for her husband for many years and was obviously
finding it difficult coping with the loss of her closest companion.
Summary
I believe the above findings represent the lived experiences of the participants of
this study. In summary, a very strong finding is that the caregiving role started early in life
and permeated all aspects of these women’s lives even after the admission of a spouse to a
PCH. In terms of changes in their formal and informal support networks, we have seen how
the women’s lives were already in the process of changing at the time of their husbands’
admission and change continued after their husbands’ placements in PCHs. They talked
about their emotional experiences with loneliness, grief and loss. For both material and
emotional needs we saw how despite formal supports being present in their lives, the
women were more likely to turn to informal supports. Thematic categories that emerged
from the interviews included: guilt for not living up to their idea about the kind of caregiver
they should be; lack of a feeling of entitlement for advocating for better services for
themselves (though occasionally women could speak up for better services for their
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husbands); reciprocity as an unspoken caregiving currency which didn’t always work to the
benefit of the participant; and obligation to fulfilling the duties of a wife.
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Chapter 5 ‐ Discussion
The purpose of this next section is to consider the findings of this research in relation to
the original research question and objectives, the theoretical underpinnings of the research,
and the existing body of empirical literature.
Original Research Question and Objectives
I undertook this research in order to explore and gain a better understanding of what
happens in women’s lives after their husbands move to a personal care home. My specific
research question was: What are the experiences of older women whose spouses have
been admitted to a personal care home in Winnipeg, Manitoba, in the previous 1‐9 months?
The thick, rich descriptions from the data enabled these experiences to be more fully
understood. In using a narrative analysis, women were able to recount their stories in their
own words. Narrative analysis also allowed room for them to voice the specific contexts
and unique qualities of their situations while still allowing for connections to be made and
similarities to be drawn between participants. The three research objectives were:
1) to explore how personal care home placement of husbands affects their wives’
formal support systems consisting of the PCH, community‐based health and social services,
finances, banking, housing and transportation;
2) to explore how personal care home placement of husbands affects their wives’
informal support systems (consisting of the spousal relationship, other (non‐spousal) family,
friends and neighbours);
3) to explore the formal and informal support system needs of older wives whose
husbands have been placed in a personal care home.
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Shifting the Focus from Support Systems to Caregiving
In my original framing for the research, I thought to uncover women’s experiences
of life after their husbands’ admission to a PCH through a focus on their lives outside of the
walls of the personal care home. In creating research objectives that looked at changes in
systems, both formal and informal in their lives, I originally hoped to reveal additional
information about these women’s experiences. My findings demonstrated that the
participants spoke of many formal and informal systems that both facilitated their lives as
well as created additional difficulties for them. Table 2 represents a breakdown of the
support systems touched on by the women at any point during the interviews. Although
the lists appear to be extensive, they include anything that the women talked about
throughout their lives from the beginnings of their narratives which often spanned decades
and included current supports, past supports or people who were not supportive at all.
Table 2
Formal and Informal Supports
Pseudonym
Nika

Gwyneth

Formal

Informal

•
•
•
•
•
•
•

Doctor
Lawyer
Church
Homecare
Manitoba Health
PCH
Nurse manager at PCH

•
•
•

•
•
•
•

Doctor‐
Gerontologist
Cardiologist‐
Eye specialist

•
•
•
•
•
•

Son
Daughter‐in‐law
Friends who had had
Alzheimer’s
Sons from previous marriage
Granddaughter
Grandson
Brother
Friends from church
Other friends

•
•
•
•

Sons
Daughter
Grandchildren,
grandson
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Marla

•
•
•
•
•
•
•
•
•
•
•

Panelling
Handi‐transit.
Taxis
Staff of PCH (general)
Nurses and caregiversat PCH
Financial advisor
Veterans affair
First PCH placement
Family doctor
Psychologist
Assisted living complex

•
•
•
•

Christy house & Al‐anon
Cardiologist
Emergency
Social worker from
hospital Doctor (husband’s
GP)
Social worker of rehab‐
Social worker of nursing
home
Public trustee‐in charge of
husband’s affairs.
Lawyer
Ombudsman
Catholic church
Bank‐giving husband line
of credit
Staff of the PCH one
caregiver especially.
Counselling‐five years
prior.

•
•
•

Home care attendant
Man who gives him a bath
and rehab.
‘they’ after the stroke says
husband shouldn’t get
physio rehab therapy.
Doctor‐eventually gives
permission for physio
Physiotherapist
Speech Therapist

•
•

•
•
•
•
•
•
•
•
•

Mary
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•
•
•
•
•
•

•
•
•
•
•
•

•
•
•
•

•
•
•
•
•
•

Neighbours at the assisted
living complex Daughters‐in‐
law,
Childhood friends‐
Friends in the city
Neighbours from former
neighbourhood
Husband
Friend with more advanced
stage of Alzheimer’s

Daughters
Couples they knew together
Friends independent of her
husband
Nephew
Dear friend and confident
Grandchildren
Marla’s own father/mother

Brother‐in‐law
Group of friends‐meets for
coffee
Family
Brother
Other brother
Nephews
residents of assisted living
complex
Sister
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•
•
•
•
•
•
•
•
•
Stella

•
•
•
•
•
•
•

Tracy

•
•
•
•
•
•
•
•

Transportation –picked
husband and her up for
speech therapy
PCH
Community based Social
worker‐(home care?)
Hospital‐treats husband
after stroke, tells her
where there is PCH room.
Admitting person at the
PCH‐
Health care aids at PCH‐
Her own GP
Handi‐transit‐transport to
and from the PCH.
PCHs with adjacent suites
for spouses
Staff of the assisted living
complex
Ladies in the kitchen, of
assisted living complex
Hospital‐diagnosis.
Nurses of hospital where
husband was initially
admitted
Assisted living provides
meals, house keeping
services
Staff of PCH
Church‐important for
sense of identity and
status
Hospital‐helping with
diagnosis, rehab.
Social worker at hospital‐
help
Social worker at PCH‐
Staff at PCH
DVA
Dentist
Eye doctor
Physiotherapists at PCH
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•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•

Daughter‐registered nurse,
Other daughter
Granddaughter
Other residents in the
assisted living complex
Lady in the complex makes
arrangement with her for
driving exchange for cooking
Niece
Other residents of PCH
Parishioners‐pray for them.
Other family members

Son
Husband’s brothers and
sisters (out of town)
Her brothers and sisters
Daughter (out of town)
Neighbours‐depend on her
for lifts to and from the PCH
Other friends
Other daughter (out of
town)
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•
•
•
•
•
•
•
•
•
•

Friendly visitors from Army
Navy
Padre at PCH
Roman Catholic Church
PCH recreation program
Community health nurse
(Pre‐admission)
Nurses on previous rehab
unit
PCH nurses.
Volunteers at PCH
‘captain’ (I assume nurse
manager)
Receptionist

160
•

Sister (deceased)

However during the interviews themselves, I experienced uneasiness. Although I
was asking specific questions about formal and informal supports, these supports did not
seem to be emerging as central pieces in the women’s stories. Instead, their narratives
were about their responsibilities and the ongoing care and needs of their husbands. My
reflective journaling describes self‐doubt about how I was conducting the interviews, and
worry that I was getting the wrong data or that my probes were not sufficient or well
chosen.
The uneasiness I experienced in the interviews continued as I transcribed the data
and began the initial analysis. My starting point for the data analysis was the above chart
and repeatedly I spent the day trying to use it to explain the stories I had heard. Day after
day ended in frustration and my reflective journaling described the process of firstly forcing
categories to work, and then secondly letting the categories crumble apart. I identified
early on that this chart was oversimplifying what the women were saying but I always
returned to my lack of knowledge as the core issue. Being new to research, I became self‐
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deprecatory about my interviews, feeling that because I couldn’t see my way through these
complications I had done a poor job.
Due to my preconceived assumptions that supports would change as a direct result
of admission to a PCH, I was surprised to find that this was not the case. Nor was it the case
that the categories of ‘formal’ and ‘informal’ were rigidly defined and mutually exclusive. In
Gwyneth’s story about finances, she recounts how her accountant husband managed
finances but as his cognitive abilities began to decline as a result of his dementia, she
enlisted the assistance of an accountant, and then had her son help her understand the
letters coming from the accountant’s office. Nika’s story includes mention of a lawyer who
assisted them with their affairs and happened to be a family friend. Stella’s story recounts
how making friends with the women who worked in the kitchen of her assisted living
complex subsequently enabled her to get some special consideration with dietary
preferences.
Another assumption I had which caused problems for me during the initial data‐
analysis phase was the idea that the participants were primarily receiving assistance from
their supports. In actuality, the giving and receiving of support was a complex set of
relationships. Often support was given to the husbands as a way of providing support to
the wives, such as Tracy’s experience of family visits to the PCH. Other support was
provided to the wives to assist them in providing care to their husbands, such as Mary’s
family members driving her to the PCH.
A third assumption I had was that ‘supports’ were supportive. However in the
interviews, I heard about relationships in which the participants were supporting other
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people, such as Nika volunteering her days at her husband’s PCH or Marla purchasing a
computer for her granddaughter’s studies. I also heard stories of how formal or informal
supports were making women’s lives harder and that even the word ‘support’ was messier
than what was belied by the simplicity of the chart. Mary’s story about how she was found
to be an inadequate caregiver for her husband, forcing a very unwanted admission, was an
example of this, as was Gwyneth’s difficulties with the Handi‐Transit system.
I remained stuck for the better part of a year. Finally, my advisor Lyn suggested I
look at feminist caregiving theory as a theoretical complement to socialist feminism. This
new theory was the missing piece I needed to help me make sense of what the women
were saying. In asserting the complexity of human relationships in which all are givers and
receivers of care, reaching beyond the artificially rigid categories of formal and informal,
feminist caregiving allowed me the flexibility of looking at the interviews from a different
perspective. Feminist caregiving theory allowed me to see how artificial it was to try to set
women’s relationships with their husbands neatly aside within the nursing home in order to
look at the ‘rest’ of women’s lives especially when they did not do that themselves. Neither
did the women compartmentalize their lives into formal and informal categories, nor
explicitly discuss the degree to which a relationship or a service was helpful or not helpful.
Using the lens of feminist caregiving theory also allowed me to let go of those distinctions,
leaving me more able to make sense of the interviews in a way that I felt was respectful of
women’s realities.
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Empirical Literature: De‐Constructing Caregiving
With the focus of the research on caregiving, it was necessary to review the extant
empirical body of literature on caregiving. This literature is vast and there is a growing body
of work that looks specifically at those individuals who provide unpaid care to frail elderly
people in a PCH setting. These individuals are known as ‘caregivers’ in this body of
literature. Although the participants in my study do indeed qualify as ‘caregivers’ as per this
empirical body of work, the word ‘caregiver’ in the context of empirical research represents
an academic label for a vastly diverse group of people. It is a broad, generic term that
generally groups husbands, wives, daughters, daughters‐in law, sons, nieces, and nephews
(although we have seen how caregivers are predominantly women) into a single entity. This
term is a catch‐all for what the data from the present study shows to be a deeply personal
experience. Furthermore, this academic label reinforces dominant binary thinking that
artificially has people in either/or categories of caregiver or care‐receiver when each of our
lives is a testament to a much more complex reality in which we are constantly the givers
and receivers of care.
The current study focused on the stories of women’s lives. Those interviewed didn’t
identify with an abstract academic label; they were enmeshed in the subjective experience
of their life circumstances. One individual said it best when she said, “I am still a wife,
taking care of things”. This woman was subjectively experiencing her role as a wife and not
relating to the objective category of ‘caregiver’. To the participants, being a caregiver is not
about their membership in a population group for the benefit of generating research and
policy debate, and indeed the interviews have shown a remarkable absence of caregiver
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‘community’ in the women’s lives. Caregiving for them represents the activities which they
undertake to provide for their husbands in response to their own life situations; the lived
experiences of aging with one’s spouse. The actions and emotions of the women are
responses to specific situations within their own life contexts and often occur without
support and even without the knowledge of any formal system. Indeed, recruitment in this
study was not resulting from women who had themselves accessed services but rather was
based on the admission status of the PCH resident; in other words, it was the husbands who
were the service users and the wives were not.
In giving women the opportunity to tell their own stories about their experience of
caregiving, this study’s findings appeared to me somewhat disconnected from the dominant
part of the empirical body of caregiving literature which takes a ‘systemic’ perspective and
identifies caregivers as an objective academic category worthy of study. Within the body of
this ‘systemic’ empirical work are phenomena which are of peripheral importance to the
current study. One such area which has received attention from the ‘systemic’ perspective
surrounds the measuring of stress and coping of caregivers within the community or shortly
after admission and looks at variables which might incite or delay admitting the care
receivers to a PCH (for examples, see Aneshensel, Pearlin & Schuler (1993), Dellasega
(1991), Gaugler, Leitsch, Zarit & Pearlin (2000), McKee et al. (1999), McKee, Yeh, Johnson &
Wang, (2002)). The subtext of this kind of work is either an overt or unspoken attempt to
identify and find ways to reduce stress for caregivers who might then postpone admitting
the care receivers to a PCH or cope better with the admission of their family member to a
PCH and ultimately enable them to continue caregiving in as full a capacity as possible,
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which has the perhaps latent but nonetheless highly desirable effect of reducing the burden
on the formal system.
Another broad area that has received attention from the ‘systemic’ perspective of
caregiving looks at informal caregivers within the PCH environment. This area of inquiry
looks at many dimensions such as: the admission and adjustment process of the residents
and caregivers (for examples see the works of Dooley, Branch & Williamson (2003), Gaugler,
Anderson & Leach (2003), Gaugler Anderson and Holmes (2005), Gaugler (2005)); the kinds
of tasks undertaken by the caregivers within the PCH environment (Milligan, 2005); the
interactions between informal and formal caregivers (Duncan, 1992; J. Gladstone & Wexler,
2002a; J. Gladstone & Wexler, 2002b; Haesler, Bauer, & Nay, 2006; Haesler, Bauer, & Nay,
2007; Hand & Florsheim, 2002; C. Ward‐Griffin et al., 2003); and how to best work with
families of residents (Montgomery & Kosloski, 1994). These articles bring to light the
important role the informal (unpaid) caregivers play in the system. As a group, informal
caregivers fill in gaps and supplement paid care staff levels. This body of research
demonstrates how professionals working together with residents’ families can be of benefit
to the residents, the informal caregivers, and the PCH as well (S. Davies & Nolan, 2006; S.
Davies & Nolan, 2003; S. Davies & Nolan, 2004; A. A. Ryan & Scullion, 2000). The
overarching narrative of this body of work demonstrates how everyone, including the PCH
system, benefits from harnessing the assistance that can be provided by unpaid caregivers.
Theory
As mentioned, rather than areas of empirical research, the most significant pieces
from the literature for the current study come in the form of theory. Feminist caregiving
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theory provides an overarching perspective that helped me tie the literature in with my
findings. As mentioned, contrary to my original intention of looking at women’s lives
outside of their capacity as continued caregivers for their husbands, the participants’
narratives spoke very clearly to the fact that their caregiving was ongoing. In trying to
convey the idea of the ongoing caregiving tasks in their lives, I was reminded of a novel I
read in my undergraduate English degree, George Eliot’s Middlemarch. The main character
is a woman named Dorothea, about whom the closing words of the book say,
“ …the effect of her being on those around her was incalculably diffusive…” (Eliot,
1874/1994)
While my interpretation is admittedly awkward, I found the phrase ‘incalculably diffusive’ to
be very appropriate in capturing this idea of how caregiving permeated so many dimensions
of the participants’ lives. It was impossible to separate the women’s caregiving work from
all the other dimensions I had originally sought to target. For this reason, although the
socialist feminist theoretical underpinnings of this research were fundamentally supported
by the data, I found feminist caregiving theory helped to better explain what the
participants were saying. In this next section, I return again to the central concepts of
feminist caregiving theory as detailed in the literature review to explore how they relate to
the current study.
Of relevance to the current study is the first central theoretical theme (see lit
review) that looks at how caregiving shapes women’s lives. Through the narrative
interviews of this study, we were able to see how women’s lives were shaped by caregiving
responsibilities from a young age. The participants talked about how their education was
curtailed in order to help with caregiving. They left school to seek employment so that they
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could assist with household expenses for their families. We saw how, when one woman
decided to finish her education rather than leaving school to help with a family crisis, there
were social consequences within her family. Again, women’s employment was made to fit
around caregiving duties, often consisting of part‐time work. One individual spoke of
working nights so that she could raise her young family during the day. Their stories of their
early marriage years spoke to the many ways in which they cared for their families: from
meal preparation to child care to supporting husbands’ hobbies. Women’s retirement from
paid employment often coincided with family obligations such as caring for children, aging
parents, or becoming a full‐time companion or travel partner to retired husbands.
Throughout their husbands’ disease process and admission into a PCH, women’s
caregiving likewise evolved to accommodate their husbands’ care needs. Finally, the
participants shared in great detail the ways in which their caregiving continued on a very
active basis even after the PCH took over formal responsibility for their husbands’ care. In
addition to demonstrating what their caregiving looked like throughout their lives, the
narratives also demonstrate how women’s histories of being the providers of care for their
families come with material and emotional consequences.
This responsibility to care comes from a complicated interweaving of public
expectations and personal sense of responsibility. The conceptual category of obligation,
which emerged as a finding in the interviews, helps illustrate this point. Jane Aronson
(1998) explains that, ”the minimum provision of acceptable public services, the general
absence of men from responsibility for caring for others, and the ideological assumptions
that underpin this division of care trap women in ties of dependency and obligation” (p.
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129). The participants’ sense of obligation to provide care to their families and frail elderly
husbands is woven into their life histories from a very early age and follows them through
their life courses. One participant expressed her feelings that this obligation was tied in to
the very idea of being a wife. The idea of obligation also had strong moral overtones that
compelled women to undertake care work for others by virtue of being moral people.
Church was cited as the location where these moral responsibilities were instilled.
Hand‐in‐hand with the moral sense of obligation was the experience of guilt the
women in the current study experienced as a by‐product of caregiving. The concept of guilt
emerged in the interviews whenever the participants spoke of having to make a decision to
do something for themselves such as opting to rest instead of going to visit their husband at
the PCH, or take a holiday. Aronson describes guilt as a process of social control and self‐
criticizing when “one regards and judges oneself as if through the eyes of an outside
audience, generating an inner process of self‐censorship; normative rules of conduct are
internalized and levelled at the self” (Aronson, 1998, p. 129).
Guilt was present for the participants regardless of how much work the women
were actually undertaking. An older work (Allan, 1988) examines the experience of guilt in
the caregiving context. He posits that the shrinking social environment of the caregiver (as
a result of caregiving duties), encourages the caregiver to see the provision of care as a
deeply individual rather than a societal responsibility (see theme 4 of the feminist
caregiving theoretical literature in the review above) and thus contributing to feeling guilty.
In contrast, Aronson (2002) looks at guilt as a feature of women’s socialization which
programs them to consider relationships with others before themselves as autonomous
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people. Aronson explains that “for women, an assertion of independence or pursuit of self‐
defined goals is equated with rejection of others’ needs or with unresponsiveness to others
and produces tension and guilt” (Aronson, 2002, p. 23). This latter explanation for guilt
seemed to best resonate with the experiences the women in the study were describing.
Aronson goes on to explain that as women undertake care work to avoid feelings of guilt in
their lives on a personal level, it becomes evident that guilt also plays a strong role in social
control, restricting women’s autonomy and compelling them to continue to provide care. In
the context of the present study, we see how women were indeed compelling themselves
to continue to provide care work even after the PCH was put in place to formally take over
many of those tasks and regardless of the closeness of the marriage relationship.
As we have seen in the literature review section, another theme of feminist
caregiving theory deals with the experience of caregiving across differences. Although the
participants of the current study were not representative of the wider population in terms
of social location, the interviews revealed certain caregiving experiences that were specific
to them as a group on the basis of their age and stage of life. Dealing with an admission to a
PCH is by and large a phenomenon related to age, as we have seen how advancing age
increases the likelihood for admission. Neysmith and Reitsma‐Street (2009) indicate that
while inroads are being made in exposing the amount of unpaid domestic and caring labour
of younger women, the same has not been the case for older women (Neysmith & Reitsma‐
Street, 2009, p. 243). They suggest that an assumption exists that the load of caregiving
tasks is less for older women than for younger women. I feel another assumption would be
that this lesser load is synonymous with an easier load. However, the stories of the
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participants do not tell of their facility in caregiving or how light their load is of caregiving
work.
Twigg (2004) examines the realities of aging on the female body, a reality which was
not lost on women in this study. Their own changing realities emerged as a finding when
we saw how their life circumstances began to alter years prior to the admission of their
husbands with the decision of one or both partners to quit driving, to change types of
residences from single‐family dwellings to assisted living complexes, to slowly increase
reliance on adult children for certain functions, etc. While these changes were in part due
to their husband’s advancing disease process, so too did the realities of the respondents’
own aging factor into many of their decisions. Two of them indicated that their move to
Winnipeg was a consequence of their wanting back‐up assistance for their husbands (in the
form of adult children) in the event that something should happen to them. Women
recounted difficulties with their mobility preventing them from leaving their residence as
freely as they would like, they spoke of issues with eyesight, heart problems and terminal
disease. Furthermore, the participants’ own aging process was set against the backdrop of
their peers’ aging processes. The narratives described how women’s friends and families
were differently available as supports to them as these friends and relatives dealt with
aging, disease and death themselves. The realities of aging bodies are often lost in
empirical caregiving literature because it so often groups wives with much younger
caregivers who are likely not experiencing age‐related illnesses to the same extent as
spouses.
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Neysmith & Reistma‐Street (2009) grapple with the difficulties of addressing the
physical limitations of aging caregivers while simultaneously avoiding ageism and suggest
that a new language is needed to develop an alternative discourse. They argue that:
The knot that has to be untied is once again the tendency in western thought to
organize concepts in terms of their polarities. In this case, the youthful body
portrayed as the consumer in the market is juxtaposed to the decaying body
presented as the object of the healthcare system. Neither really exists but both are
powerful because they are associated with concepts that reinforce the dualism —
youth/old age, independence/ dependence, healthy /sick. These are the dubious
conceptual tools available to older women as they struggle to develop
transformative strategies that reposition them as citizens carrying provisioning
responsibilities and making social contributions to their communities. (Neysmith &
Reistma‐Street, 2009, p. 243)
This need to develop a new discourse around what it means to be a provider or a receiver of
care draws attention to the fact that our dominant Euro‐western model upholds the illusion
of individualism that frames the concept of ‘dependence’ as undesirable rather than
acknowledge the real human condition of interdependence (Aronson, 2002). In the context
of the present study, the participants spoke both of their gradual increasing reliance on
family and friends for driving, assistance with money management, emotional support etc.
but also spoke of ongoing care work provided to others such as their husbands, friends,
communities and adult children and grandchildren.
The next theme from feminist caregiving theory addresses the location of care. This
theme also resonates with the current study as it looks at a shift in the location and division
of caring responsibilities from the family home to the personal care home. Consequently,
the participants who had been intimately and often solely responsible for their husbands’
care were put in a position of watching aspects of their husbands’ care being taken over by
others who did not have the same history with him, nor the same relationship of
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responsibility. While perhaps dominant discourse suggests that an admission to a PCH
represents an abandonment of the resident by his or her family, the narratives in the
current study showed how this was most certainly not the case.
An important concept within this feminist caregiving theme that helps clarify the
continuity of caregiving is the distinction of different kinds of care work to include both
‘caring for’ and ‘caring about’ (Baines, Evans & Neysmith, 1998). Christine Milligan calls
these dimensions of care the physical labour of caring and the affective aspects of caring
(Milligan, 2005, p. 2106). In the current study, it likewise became obvious that there were
both material and emotional aspects to the women’s experiences with caregiving that were
interlinked but distinctive. Using these thematic categories, we could see how the caring
labour undertaken by this group of participants continued after the admission process.
When one might imagine caregiving responsibilities shifting to the PCH we saw how,
in fact, the respondents continued to play very active caregiving roles: from (sometimes
daily) visits incorporating virtually the complete spectrum of care tasks including dressing,
washing, toileting and feeding, to supervisory care over the running of the PCH to laundry
and providing comfort and company to their husbands, the participants spoke to ‘caring for’
in a multiplicity of ways. Even in cases when the participants could not ‘care for’ due to
their own health or transportation difficulties, the women spoke of ‘caring about’ their
husbands. ‘Caring about’ included such areas as worrying about his well‐being, anticipating
his needs, and missing his presence in the home. Other, less obvious dimensions of caring
for and about also emerged in the interviews such as how the participants refrained from
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complaining about perceived problems in the PCH in order to protect their husbands from
imagined repercussions from the paid staff.
The fourth theme in the feminist caregiving literature looks at the larger societal
responsibility towards caring for others. Women’s caring labour reflects a gendered
division in relationships of power and economics (Baines, Evans and Neysmith, 1998). This
division of labour relies on women to undertake provisioning work across poorly paid and
unpaid arenas to support the capitalist social structures. We saw how women freely
provided their caregiving labour to the PCHs which enhanced their husbands’ lives as well as
contributed to the smooth running of the PCH institutions. The women in this study
demonstrated how while they filled gaps in formal services with their own caregiving work,
the women showed a distinct preference for getting assistance with their own material or
emotional issues that arose for them as a result of that work as they aged, (such as
difficulties with transportation or feelings of guilt, loneliness and grief over relinquishing
aspects of care to the PCH) from informal sources rather than by the formal institutions.
Along with guilt and obligation, women in the current study spoke of a lack of entitlement.
In the context of the current study, women’s sense of lack of entitlement forced
participants to censor themselves at points in the interviews when they wanted to point out
a way care practices towards their husbands could have been improved. Because the
dominant idea is that the best care is provided by informal caregivers at home, the wives
did not feel entitled to request better care for their husbands. Aronson (2002) uses the
phrase “stoic restraint of expectations” (p. 413) to describe women in her own study who
kept quiet about problems in the system as a result of not feeling entitled to expect better.
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Along with a sense of lack of entitlement to services, respondents also spoke about
needing to accept whatever version of assistance they could get. For example, rather than
raise a formal complaint about issues of laundry, cleanliness or privacy at the PCH, they felt
they should just be grateful for someone looking after their husbands at all. Aronson (2002)
explains how women “internalized the deficiencies of the system and made due with
whatever version of service they could get” (p. 413). This attitude of forced acceptance also
emerged in the interviews when women spoke of shortcomings with Handi‐Transit or with
policies at their assisted living complexes.
The narratives showed how women identified their informal networks of adult
children and friends for support and assistance, rather than formalized services. As the
expected caregivers to their families, women in the current study had no expectation that
the formal system should assist them with their caregiving labour as that labour is meant to
be invisible. These conceptual tools were useful in looking at the material and emotional
dimensions of the women’s own lives.
Empirical Findings (specific)
Despite the fact that the ‘systemic’ view of caregivers in much of the empirical
literature failed to capture the nuances of the women’s lived experiences as subjectively
described in their interviews, some overlap did exist with my own findings. This next
section will expand on some of those connections.
change in the lives of the participants beginning before admission.
One unexpected finding in the research was the extent to which the participants’
lives were already changing before the admission took place. They talked about moving,
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changing driving arrangements, incorporating different services in their homes such as
home care, and about not cooking as much (as a result of meal services offered by an
assisted living residence for example), before their husbands were admitted. This finding
supports those by Wiles (2003) who likewise found that during the at‐home caregiving
stage, the participants of her study reported that they moved to more convenient homes or
to different types of housing in order to be closer to services or to reduce maintenance
work. Those individuals also talked about their husbands’ changes in health having an
effect on their lives long before the admission (Wiles, 2003). Bartlett (1994) too, found that
the wives in her study experienced a transition in their lives when their husbands became ill
in addition to when the husbands were institutionalized.
In terms of changes in the informal network, moving to be closer to adult children or
in to an assisted living facility also meant that friendship circles changed. Through the aging
process, some women found that their longstanding informal supports were busy coping
with illness and altered circumstances of their own which made depending on them
difficult. One woman indicated that it would be impossible to expect non‐ family members
to continue to provide support for a sustained period of time (such as in the case of a
progressive illness like dementia). Therefore, when the husbands’ admissions to a PCH did
eventually take place, women’s life circumstances both in terms of their physical
surroundings and formal and informal support situations were often very different from
what they were at the time of their husbands’ original diagnosis.
This finding is not well‐documented in the empirical literature, possibly because
studies on ‘caregivers’ will generally consider them within the utilitarian caregiving context
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only. The participants were given space to reflect on the earliest stages of their husbands’
illness processes which often was only a retrospective realization of his illness (for example
early signs of dementia) and not necessarily concurrent with accessing services. Likewise,
many of the changes women discussed such as moving to be nearer to adult children or to
be in an assisted living environment were personal decisions, not made in the context of
service provision. It is likely that these decisions were made ‘off the radar’ of formal
support systems. Furthermore, recruitment of studies is often undertaken at a PCH where
the target for recommendations will be at an institution, rendering stories of life outside of
the PCH immaterial. This recruitment practice is a possible explanation for why discussion of
these changes is not more widely reported.
decision‐making about the admission.
As discussed in an earlier section, there is a large body of empirical literature that
looks at the caregiving situation in the home and the reasons for relinquishing care to a
PCH. (Aneshensel et al., 1993; Buhr, Kuchibhatla, & Clipp, 2006; McKee et al., 1999 for
examples). For the most part, participants in this study did not speak at length to their own
caregiving work in the years prior to admission as much as they talked about changes in
their husbands’ health. One reason for women not speaking further about this is the fact
that caring for senior men is often invisible because wives undertake the care of their
husbands automatically, often without reporting it as ‘caregiving’ in the same way that an
adult child might report caring for an aging parent (Cranswick & Dosman, 2008). For the
one participant who was able to talk about her mounting difficulties in managing her
husband’s progressive dementia, perhaps her training as an occupational health nurse gave
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her an awareness of some of the dialogue surrounding caregiving in light of her professional
knowledge base. Another possible reason women’s stories focused on their husbands’
advancing illnesses rather than their own correspondent mounting care responsibilities is
that they have been socialized to focus on others, and not themselves. Finally, the stories
may not detail more information about this period of time because the interviews were
primarily focused on life after the admission and it is possible that with further probes,
more information on this topic would have been shared.
In all six narratives in the current study, women’s husbands went into hospital for a
medical crisis and not directly to a nursing home. While perhaps a larger study would have
revealed more diversity in the ways the admission eventually took place, the admission
after a crisis and a stay in hospital was also found in Ryan and Scullion (2000). The women’s
stories did not include a lot of detail about how it was decided that the husbands would be
paneled for PCH admission. Ryan and Scullion (2000) observed that the participants in their
study “appeared to try and distance themselves from the decision to place their older
relative in a nursing home” (p. 1193). It is possible that this is what was occurring in the
current study as well, which would account for why it was not discussed more specifically.
This idea of distancing oneself from the decision to admit to a PCH is also relevant in the
context of the theme of ‘guilt’ as explored above. If the women felt guilty about the
admission taking place, they would perhaps find it difficult to discuss. One participant
spoke of her husband’s admission using the word ‘confinement’ which suggests a sort of jail
term. It is unlikely that any of these caregivers would willingly want to see their husbands
‘confined’.
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Another possibility is that the wives were not were not active participants in the
decision making process. Milligan (2005) reveals how the decision to admit to a PCH in her
study was made by health professionals rather than the unpaid caregiver. Furthermore,
both in Milligan’s study (2005) and my own, examples emerged of at least one caregiver
feeling pushed into the decision to admit to a PCH against the caregiver’s will. While having
a professional making the decision to admit was problematic for at least one of the
respondents in my study, Milligan (2005), as well as Dellasega and Mastrian (1995) describe
how participants in their own studies found that having the decision made by professionals
relieved the caregivers of the burden of making the decision.
admission to the PCH: choice and control
The themes of choice and control were important in the participants’ stories of how
their husbands ended up in the particular PCH from which the women were recruited.
Several works (Davies & Nolan, 2003; 2004; 2006; Nolan et al., 2004; Reuss et al., 2005)
suggest that giving caregivers control and choice over which PCH to choose based on their
own criteria would make the transition experience easier for the unpaid caregivers.
However, in the current study, the wives spoke of their husbands’ admissions to PCHs in
terms of having no control due to medical crises and lack of choice as a result of scant
resources, findings which correspond with works by Dellasega and Mastrian (1995) and
Kellett (1999) who describe participants possessing a sense of failure and having to make a
forced and negative choice. Some women in the current study described not being given full
information about a PCH and one described being deliberately given a false impression
about the PCH where her husband was transferred.
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Tonatore and Grant (2004) suggest that family members choose a nursing home for
their relative on the basis of the home meeting their expectations of care. Gaugler, Leitsch
Zarit and Pearlin (2000) found that it was a scarcity of educational resources on the part of
the caregivers that impeded their ability to find an appropriate facility. The current study
found that even educated participants were limited in their options on the basis of
availability, and the PCH was in some cases completely out‐of‐line with their preferences
and expectations. There are some possible reasons for this difference: the other studies
were not set in Winnipeg and do not therefore reflect the reality of PCH system in
Manitoba; another possible reason might be that due to the current study’s limited
numbers, the women’s stories are not representative of the range the other ways
caregivers selected the PCH; finally it is important to note that respondents in the current
study were telling their stories retrospectively and given freedom to tell their stories as they
themselves wanted to. It is possible that with further prompting more details about this
selection process could have emerged.
relief as a result of the admission.
One experience that emerges in the empirical literature (for examples see Ross,
Rosenthal & Dawson,1993; Kellett, 1999) that did not appear in my own interviews was
caregivers expressing a complicated set of emotions resulting from the admission. This
included relief, among other emotions such as guilt and sadness (which will be addressed
elsewhere). Some of the possible reasons for women in the current study not mentioning
relief are the fact that perhaps this is a less ‘socially appropriate’ emotion for a wife and
caregiver to express about someone else taking over the care of her husband. Perhaps relief
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is more often present when the primary caregiver is not a spouse, such as an adult daughter
who might be providing care for her own children at the same time. Another possibility is
simply the line of questioning that did not seek to explore the full range of the emotional
experience surrounding the admission proper, but was targeting the experiences after
admission. While it is true that ‘relief’ was not discussed in the stories, some women did
express gratitude towards the workers at the PCHs. This idea of being grateful could be
related to having a sense of relief. It is important to note again that the women were given
the opportunity to tell their own stories as they wanted to and it is possible that with more
specific prompting, they would have likewise discussed relief as part of their emotional
experience.
life after admission: continuity in caregiving.
While I did not expect to find caregiving to be so central to an examination of
changes in women’s lives after husbands moved to a PCH, informal caregiving in the context
of the elderly is a vast field of research. The ongoing provision of care by informal
caregivers to PCH residents is likewise well‐documented and widely accepted within
empirical research. Studies such as those by Aneshensel et al. (1995); Bartlett & Font,
(2004); Milligan, (2003; 2005); Montgomery, (1982); Nolan & Dellasega, (1999; 2000); Ross,
Rosenthal & Dawson, (1993; 1997); Ryan, (2002); Tonatore & Grant, (2004) to list but a few,
show that caregivers continue to provide care for the resident even after the admission
takes place, a finding which this current research likewise supported. In looking at women’s
subjective experiences, the current research was able to add to these works by drawing
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attention to how caring work shapes women’s life histories that extend well beyond the
PCH environment.
Wiles (2003) concludes from her interviews with 30 home‐based caregivers that
caregiving, “does indeed mean a complete, fundamental change in the daily life of the
person who provides care as well as that of the recipient. “ (Wiles, 2003, p. 1322). This
finding was not supported by the women’s narratives in this current work. For the
participants of my study for whom caregiving has been part of their lives from an early age,
caregiving represents continuity, rather than change. While the fact of caregiving is
continuous throughout women’s lives, the specific tasks undertaken to provide care did
evolve with their husbands’ advancing illness process as we have seen elsewhere, as did the
locus of care change which affected their lives.
Within the PCH, the wives’ caregiving took many forms. Milligan’s (2005) list of the
dimensions of caregiving occurring in the PCH resonated with the current study. She
mentions physical care tasks (including washing, changing, etc.), social care (including
visiting, and keeping the resident updated on events occurring outside of the PCH, and
emotional work of demonstrating affection and love. These tasks likewise correspond to the
dimensions of care explored in the theoretical research of caring ‘for’ and caring ‘about’
which were also findings in my study. The current research also supported Milligan’s (2005)
finding that mentions an additional role of monitoring, in which informal caregivers oversee
the care provided by the paid staff to both the resident and other PCH residents. This
finding is consistent with Davies (2005) who finds that relatives of residents report that they
considered one of their roles within the PCH to be “keeping an eye,” by which was meant to
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monitor care and “fill in any gaps” (Davies, 2005, p. 664). Ross, Rosenthal & Dawson (1997)
likewise cite watchfulness over others as one of the caregiving duties performed by unpaid
caregivers.
roles in the PCH.
As we saw in the lit review, Montgomery (1982) looked at family policies of nursing
homes to determine the degree to which families were integrated into the functioning of
the PCH. It was beyond the scope of the current research to examine the actual policies of
participating PCHs to find the degree to which families were framed as either ‘servants’ or
‘clients’ (Montgomery, 1982). There is some evidence that regardless of what happens on a
policy level, participants of this study were called upon for assistance.
Ross, Rosenthal & Dawson’s (1997) look at caregiving wives of resident husbands
found that the participants explained that they undertook care work within the PCH in part
because they wanted to be helpful to staff. This finding was not widely reported elsewhere
but their study was one of the very few that focused specifically on elderly wives and did
not group all informal caregivers together. While the participants in my study did not
specifically say that they were trying to be helpful to the staff, it was clear that they did
assist the staff with their care work in many ways. The two women in the member checking
sessions were very quick to agree with this point in particular. In fact, the member‐checking
participants both went on to provide specific additional examples of how the PCH often
asked them for assistance caring for their husbands. Some examples of requests for help
the they received included: asking to stay over the dinner hour to help with their husband’s
meal; calling at home to say her husband was having a difficult day and asking her to come
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in and see him; leaving some aspect of his care undone (such as dressing) because she could
do it with less resistance from the husband. Both women in the member‐checking session
who described these requests for assistance were heavily involved with their husbands’
physical care within the PCH. It is not clear if their pre‐existing involvement prompted the
PCH paid staff to request more assistance from them or whether their heavy involvement
was a result of their perceived gaps in the care provided by the PCH or perhaps a mixture of
both.
At the same time, participants did not feel necessarily entitled to the support of the
PCHs for themselves. One woman said that she felt she could speak with the social workers
while another indicated that she felt she was ‘extra baggage’ attached to her husband, and
as such, did not want to create additional work for the PCH. Whatever the policies and
practices of the PCH with regards to involvement with resident families, it is clear that they
might not be consistent with regards to the caregivers’ perceptions of entitlement to
service.
satisfaction with the PCH.
The women in the study had mixed reports about their satisfaction with the care
given at the PCHs. Some expressed being extremely satisfied while others were extremely
dissatisfied. One key finding that emerged when they talked about their satisfaction with
care was that even when they perceived problems, they often didn’t speak up as a way of
protecting their husbands from possible negative feedback from the staff. In essence this
failure to bring up problems with care was yet another manifestation of their caregiving
work and one that I did not find in empirical studies. Studies such as Tonatore & Grant
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(2004), which look at family caregiver satisfaction after nursing home placement, base their
model on the expectation that participants will frankly express whether or not they are
satisfied with the level of care. In contrast, findings of the current study show that women
often do not feel entitled to ask for better. Additionally, the participants from the current
study were still relatively new to the PCH environment at the time of their interviews and
perhaps weren’t familiar with who or how to ask for a change to be made. Some evidence
of this tension surrounding expressing dissatisfaction to the paid caregivers of the PCH
(saying they ‘dared to question’) is supported by the work of Milligan (2005), who found
that participants in her study mentioned that felt they could feel more ‘at home’ when the
formal staff didn’t make them out to feel ‘difficult’ or ‘like a nuisance’ when questioning
care practices. Clearly, to some degree there is fear about being a nuisance or bother to the
paid caregivers of the PCH. Notable too, is the finding that when the participants ‘dared’ to
speak up about a perceived shortcoming in their husband’s care, the problem was often
rectified.
women’s own health concerns.
As we have seen, some of the women of this study had their own health concerns
that were factors in their lives, and in particular, affecting their mobility. Ross, Rosenthal &
Dawson (1997) who also looked at wives of nursing home residents, likewise found health
concerns impacting their abilities to provide care. In the empirical literature on caregivers
of PCH residents, this fact is largely invisible for a number of possible reasons: First, spousal
caregivers are usually grouped together with other family caregivers such as adult children.
Another reason is binary dominant thinking making a distinction between the caregiver and
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the care recipient. Additionally, we have seen how participants do not feel entitled to share
their own issues with the PCH and therefore might not disclose their private health
concerns.
income.
Women in the current study reported increased expenses as a result of their
husbands’ admission to PCHs. Likewise, Bartlett & Font (1994) found the women in their
study considered their incomes to be inadequate and a source of stress. Hancock &
Wright’s (1999) UK study found that in married couples, wives who stayed in the
community were less financially secure after their husbands moved to a nursing home than
men who stayed after their wives moved. It is important to point out that it is beyond the
scope of this research to compare retirement incomes and social welfare policies from
different countries. The current study did not gather specific data about income and was
more concerned with women’s own subjective experiences of income security. The
participants in the present study were differently affected by their financial situations after
their husbands’ move. While some considered their incomes to be adequate, others felt
burdened by the expense of the PCH and unable to maintain the lifestyle to which they
were accustomed. Looking at participants’ own subjective realities surrounding income
helps illuminate an experience of wealth or poverty that goes beyond a comparison of
income.
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housing.
Women’s choice of housing seemed to be affected by their mobility and subjective
experience of income. Some participants downsized their homes after their husbands
moved to a PCH in order to save money (specifically moving from a two‐bedroom assisted
living accommodation to a one‐bedroom within the same complex). One of the women,
who had recently moved to Manitoba, felt that she could not afford to live independently,
while still managing her other expenses and consequently lived with her adult child. As we
have seen, very few studies look at caregiving wives’ subjective experiences outside of the
PCH setting and therefore I could find no data exploring this topic.
transportation.
Again in the area of transportation, there was a range of experiences. While some
participants reported no problems with transportation because they owned and operated
their own vehicles, other non‐drivers faced many more challenges in getting around. This
finding mirrors that of Ross Rosenthal & Dawson (1997) who found that a significant
minority of their participants had difficulties with transportation, as opposed to Bartlett &
Font (1994) who found that all of their participants had transportation issues. Some
possible reasons are the fact that both this and Bartlett & Font’s studies were very small
studies and were not representative of the broader population base. In particular, Bartlett
& Font’s work targeted Hispanic women in the US who were all living on very low incomes,
for whom owning and maintaining a vehicle would be far outside their financial realities.
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In contrast, the present study showed that the inability to drive was not simply a
function of income but also of mobility. Non‐drivers were reliant on informal networks or
on the Winnipeg Handi‐transit system or a combination of both.
As noted in the interviews, the Handi‐transit system, based on ride‐sharing, had
some shortcomings. One such shortcoming was the fact that return times needed to be
booked ahead which does not allow for an ‘organic’ visit based on the dynamic of the
moment. If a husband was unwell, for example, a participant who wanted to cut her visit
short was forced to remain until her Handi‐transit arrived. On the flip side, if she felt like
staying longer on a given visit, she was unable to do so. When it came to the women’s own
medical appointments, again, it was impossible to pre‐determine how long waits might be
and therefore booking return times was not easily done. Finally, the vehicles sent by Handi‐
Transit sometimes can not safely accommodate all their riders’ the mobility equipment.
loneliness.
Many of the respondents expressed feelings of loneliness in their interviews. After a
lifetime of living with their husbands, the women now found themselves living physically
alone and even alone on a more abstract level when, due to the disease process of illnesses
such as dementia, the relationships between husbands and wives were different.
Loneliness seemed to affect the women differently with those whose spousal relationships
were more interdependent expressing a greater degree of loneliness as a result of their
husbands’ absences. Those who were used to looking outside of the marriage relationship
for support and company appeared less lonely as a result of their husbands’ move. Kaplan
and Ade‐Ridder (1995) and Kaplan’s (2001) couplehood typologies support the idea that
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there is variation from couple to couple. Milligan’s (2005) study likewise found variation
amongst respondents regarding feelings of loneliness and loss of companionship with those
who had a history of strained relationships expressing the least amount of loneliness.
Studies by Ryan and Scullion (2000) and Bartlett & Font (1994) who found participants
reporting loneliness, loss and isolation were likewise supported by the current study.
There are several reasons why caregiver loneliness may not be more fully explored
in empirical work: First of all, if spousal caregivers are grouped with other caregivers such
as adult children, it is possible this finding would be less prominent. Secondly, dominant
ageist ideas about the frail elderly portray them as expensive burdens on the health care
system and on their informal caregivers. The idea that caregivers rely on their presence for
companionship to stave off loneliness is in opposition to this dominant image.
One woman talked about her husband’s absence leaving ‘a great big hole’ in her life
and filling that hole took reaching out to a lot of different people. Women talked about
coping with loneliness in a number of ways, including making new friends through church or
through their assisted living facilities, connecting with old friends and family. Some women
reported their historical family and friendship networks shrinking or being unavailable due
to illness, death and preoccupation with their own families. This finding supports Bartlett’s
(1994) finding that women’s networks shrink as they age. At the same time, some of the
women in my study who lived in assisted living facilities reported that they were able to
make new friends as a result of proximal living and shared dining facilities.
Contrary to studies that spoke of the PCH environment as a place for families to find
support (for example see Bauer, 2006), the participants rarely spoke of meeting friends in or
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obtaining support from the PCH itself. However, despite the women’s relative newness to
the PCH community, one did speak of conversations she had had with the social worker
who was trying to help her feel less obligated to visit her husband. Perhaps being relatively
new to the PCH community is one possible reason the participants did not speak of forming
friendships in that setting. Another reason could be that there were very few women in
each PCH whose husbands were residents. Due to demographics mentioned at the outset
of this study, women are more likely to be residents of PCHs than men, with married men
usually being cared for in the community. Indeed, during the recruitment stages of this
study, some of the PCHs I contacted had one or no women who met the criteria of the
study. Consequently there may have been few potential female peers in the PCH who were
experiencing the same sorts of issues.
Bond, Clark & Davies, (2003) compared the quality of life of community‐based
spousal dementia caregivers with those who relinquished care to a PCH (yielders) and those
whose spouses passed away (widows). Quality of life was defined in terms of health status,
psychological well‐being, and activity participation. They found that compared with
spouses who continued caregiving within the home, both yielders and widows gradually
increased their social interactions which lessened their isolation. My study was cross‐
sectional, not longitudinal so I am not able to speak about changes over time. However,
unlike the Bond, Clark and Davies study (2003), my participants revealed many reasons
outside of being caregivers for why social interactions were challenging, such as lack of
transportation or deteriorating health and shrinking social networks due to death and
disability of friends.
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grief.
Women spoke explicitly about grief and loss in their interviews. Grief seemed to be
a sadness for which there was no obvious remedy, in contrast to the participants talking
about feeling lonely and then describing measures they took to feel less lonely. The women
experienced grief: seeing the physical decline of their husbands, losing their lives as they
had been before their husbands’ illnesses, in the loss of their husbands’ physical presence
and their shared futures. These dimensions of loss were consistent with Wiles’ (2003)
interviews with informal home‐based caregivers of persons with dementia as well as with
Ryan and Scullion’s (2000) and Nay’s (1996) findings of grief amongst their caregiver
participants.
Women in my study talked about coping with their grief in a number of ways
including spiritual faith, a finding which is consistent with Bartlett & Font (1994) as well as
Rosenthal & Dawson, (1991; 1993). Other ways participants spoke of dealing with grief
were: taking solace in seeing their children and grandchildren live their legacy as a couple
by sharing their values and growing up to be good people, and looking back at their lives
and appreciating what they had had. These last two means of coping with grief were not
discussed in the empirical literature. One possible reason for this could again be the
tendency of empirical studies to group elderly spouses with younger caregivers.
quasi‐widowhood.
Some of the participants expressed complicated feelings around a sense of feeling
like their husbands were both present and yet absent in their lives, speaking of this reality in
terms of being a widow and yet not a widow at the same time. This description is

EXPERIENCES OF OLDER WOMEN

191

consistent with the label of quasi‐widowhood (Rosenthal & Dawson, 1991) which is
mentioned in other studies such as Milligan (2005), Baxter (2003), Goldstein (1983) and
Braithwaite (2002). Participants in the study talked about making the decision to clean out
their husbands’ clothes closets and leaving their names on the doors of their apartments as
examples of how this complicated status left them with both a sense of their husbands’
presence and absence.
preference of informal over formal support.
As we have seen in Table 2, all of the women in the study were exposed to a range
of formal and informal supports throughout their lives. While I have discussed the
complications with the designations of formal and informal I experienced in my data
analysis, some generalities emerged. Studies exploring formal and informal support use find
that this issue is extremely complex (Raina, McIntyre, Zhu, et al., 2004; Sun, Roff, Klemmack,
Burgio, 2008). The women of the current study chose informal supports over formal
supports for their emotional needs, a finding mirrored in Duner & Nordstrom (2007) and
Raina et al. (2004). This preference for informal supports for emotional needs might be
attributable to the stigma associated with seeking professional help for emotional needs as
well as reflective of women’s connectedness and quality of their relationships with their
informal networks (Pinquart & Sorensen, 2002). As for their material needs, a great deal of
variety existed among even this small number of participants. Some of them were not only
extremely independent, but provided informal support to others for a range of material and
emotional tasks, while others accessed a mix of informal and formal help in their daily lives.
The women’s composition of their informal networks seemed to affect their uses of formal
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and informal supports, a finding which is likewise explored in quantitative works such as
those by Davey et al. (2005), Duner & Nordstrom, (2007). This was a small sample and all of
the participants spoke of reliable family supports such as adult children who could be
depended upon for a wide variety of tasks. This fact could account for the women’s’ use of
informal supports to the extent observed in the study.
guilt.
As we have seen in the theoretical findings, guilt seems to accompany being a
caregiver. In the context of the interviews, the participants talked about experiencing guilt
when they had to make a decision based on their own well‐being rather than that of their
husbands. Some specific examples were the decision to visit or not to visit when the
women were tired, or taking a trip to relax. The experience of guilt was not specifically
discussed in relation to the actual PCH placement, as it was in many empirical studies
(Bartlett, 1994; Ryan and Scullion, 2000; Milligan, 2005; Rosenthal & Dawson 1991; 1993;
1997; Nolan & Dellasega, 2000, Nay, 1996) to name a few. It is possible that the
participants did feel some guilt because of the admission but the emphasis of the interviews
was on life after the admission and therefore women were not questioned fully about their
full range of emotional experiences at the time of the admission. In addition, we have seen
how the participants did not feel like they had choice over the admission experience which
might have protected them from some of the guilt they might have experienced had the
bulk of the decision to have their husbands paneled been on their own shoulders.
entitlement/non entitlement.
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Again, the theme of entitlement carries over from the theoretical discussion. The
concept of entitlement (or more specifically the lack of entitlement) is extremely relevant
when it comes to the women’s accessing of services. This category is not well‐explored in
the empirical work. Perhaps it is women’s lack of entitlement that keeps them ‘off the
radar,’ so to speak, of empirical researchers. Furthermore, women’s feeling of lack of
entitlement does contribute to the apparent smooth running of the PCH. Levels of service
provision for caregivers can be kept artificially low in comparison with actual need when
women do not feel they have the right to ask for better or more services. Women in the
study talked about feeling grateful for whatever version of help or whatever service they
could get.
obligation.
The concepts of guilt and obligation were often discussed together. Participants
used the word obligation in terms of their roles as wives and caregivers. Obligation as
articulated by them was consistent with Ross, Rosenthal & Dawson’s (1997) study which
reports women feeling obliged to visit their husbands. Chappell and Kuehne (1998) note
that caregiving between spouses is reported as a more positive experience when the man is
the caregiver. Possibly, this fact is a result of a man’s perceived choice to be a caregiver but
a woman’s obligation to do so.
reciprocity.
Some participants talked about exchanging one service for another, a form of social
currency of particular benefit to those of limited financial means. This form of reciprocity
was one way the women received help from others, either through being thankful and
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grateful, providing a service in return or paying some money. This definition of reciprocity is
consistent with Tilden and Gaylen (1987) who define it as a bidirectional exchange of valued
resources between individuals. Neufeld and Harrison (1995) find the women in their study
also engaged in reciprocally assisting other friends and family members with caregiving
work. Some respondents in my study expressed feelings of anger and lack of support when
the work they did caring for others (visiting others or doing little things for them) was not
reciprocated. This is consistent with Neufeld and Harrison (1995) who found that non‐
reciprocity resulted in fractured relationships. In my study, this finding seemed to hold true
for relationships with family and friends, including their husbands. The women who were
most vocal about the lack of reciprocity with their husbands were also the women who had
the least interdependent relationships with them. It is unclear, however, if pre‐existing
tensions in the marriage relationship caused women to speculate about whether husbands
would have cared for them to the same degree.
Goldstein (1983)’s case study of psychotherapy work with the wife of a resident
documents her feelings of anger at not being supported by family when she felt she had
been supportive during the various illnesses and deaths of other family members. Ross,
Rosenthal & Dawson (1993) indicate that caregiver participants in their study had
difficulties getting others to visit the resident, which one participant in my study likewise
reported. Goldstein (1983) suggests the possibility that families do not see
institutionalization to be comparable to a critical illness such as cancer or a death which
might incite a more active and immediate response from family. In empirical work,
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reciprocity is most often discussed in the context of ‘care givers vs. care receivers’, and
specifically amongst women such as adult daughters and their frail elderly mothers.
calls for more caregiver support.
My findings with regards to caregiver support are in line with Milligan (2005), who
points out that caregivers are not well supported by formal systems both throughout and
following the transition to PCH’s. Goldstein (1983) documents a case study of
psychotherapy work with the wife of a resident. In this case study, the author describes
some of the benefits of a therapeutic relationship on the smooth running of the institution
and for the spouse herself. None of the participants in the current study talked about
having access to staff in this way. Perhaps they were too fearful of daring to speak for fears
of being disruptive to the staff as this case study indicates (Goldstein, 1983). Goldstein’s
case study reports an ongoing relationship with the spouse even after the death of the PCH
resident. This is an area that requires further study.
Perhaps one reason the spouses don’t feel comfortable reaching out for support is
the sense that the PCH is a temporary arrangement only in place for as long as their spouse
is a resident. The women did not speak of this fact, but especially in the cases where the
placement was seen as a temporary fix until a better PCH bed opened, it is possible the
participants would not feel like they wanted to take the effort to make a relationship that
was not going to last. However, as Goldstein’s case study showed, the relationship could be
very helpful. Another reason spouses don’t feel comfortable reaching out is about the
negative stigma surrounding having ‘a problem’ and the negative perception of seeking
formal assistance.
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support groups.
Many empirical studies such as those by Bartlett (1990), Brennan, Downes & Nadler
(1996), and Nolan & Dellasega (2000) tout the benefits of PCH support groups. By the same
token, feminist principles likewise see potential for empowerment when individuals can
meet together to help contextualize and give voice to similar experiences. While
anecdotally I know that such groups exist in Winnipeg, and indeed are active in some of the
PCHs hosting this project, none of the participants mentioned such a group. The reason for
this might be because the women were new to the PCH communities and had not heard
about them. Another possible reason is that visiting the PCH also took up a lot of the
participants’ time and for some of the women it was very difficult to arrange transportation.
Consequently, the participants might have not wanted to make additional trips to the PCH
or stay additional hours to attend a caregiver support group. Aronson & Panella (2001)
mention that caregivers might misunderstand the purpose of such groups, believing they
exist for the residents and not for the caregivers. Again, as with seeking individual
assistance from the PCH, it is possible that some women don’t want to identify with a group
that might stigmatize their normative experiences as a ’problem’. It would be important to
determine the reasons that wives are not accessing support groups. Perhaps tellingly as
well, the participants who decided to take part in a member‐checking session likewise did
not do so in the context of a group, as per the original methodology of this study. I feel that
this finding reinforces the isolation of the participants in their caregiving work.
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Summary
In summary, while this research project did bring forth information about women’s
uses of formal and informal supports, this was not the central focus of their stories.
Instead, women’s ongoing role as caregivers emerged as a major finding. This section
revisited the original research question and objectives and detailed the process by which I
shifted from a focus on supports to caregiving. Consequently it next discussed the findings
in relation to feminist caregiving theory. Finally, the section looked at some specific findings
in relation to the empirical literature.
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Chapter 6 ‐ Conclusions
This final chapter summarizes the major findings detailed in the previous section. It
also lays out some of the limitations of the study and discusses the implications of the
findings for future research, and for the profession of social work in policy and practice.
To summarize, the three major findings of this research were as follows:
1) changes in women’s formal and informal networks were beginning years before the PCH
admissions took place and not as a consequence of the admission itself;
2) women’s caregiving roles continued to shape their experiences after the admissions took
place;
3) although women used both formal and informal supports to meet their needs, they
tended to prefer informal ones over the formal.
In addition to these findings, four themes came out of the women’s stories that
help explain their experiences. These themes are: guilt, entitlement, obligation and
reciprocity.
Limitations of the Study
Despite the contributions that this work has brought to the understanding of the
experiences of women whose husbands have moved to a PCH, there are limitations that
must be acknowledged.
In the methodology section above, we saw how the recruitment strategy was not
successful in yielding many participants. Again it is worth mentioning that it is very difficult
to target a population that exists outside of formal structures and were not users of a
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specific service in their own right. This difficulty with recruitment emphasizes the
marginalized reality of this population group and no obvious solution is evident.
Furthermore, it became obvious that the study design’s attempt to target women whose
husbands had been admitted within the previous nine months was not realistic. This
timeframe had to be extended to one year, and even with the extended time frame, one
participant’s husband had been in the PCH system for more than one year. It is also
possible that the originally stated one‐to‐nine month time frame would have confused
potential participants about their eligibility if their husbands had been through a more
circuitous admission process. Limiting the recruitment time does not account for
complicated trajectories that saw husbands admitted to hospitals, rehabilitation units and
interim placements. Future studies would benefit from being more inclusive in their
timeframes. It must also be pointed out that the recruitment process did not succeed in
attracting participants from a wide range of socio‐economic, racial, and cultural
backgrounds. Baines, Evans, and Neysmith (1998) (among many others) emphasize the fact
that experiences of certain women are not universal female experiences.
Again it must be reemphasized that due to the limited number of participants, the
research findings cannot be generalized to the population at large but represent an in‐
depth description of their experiences and a starting point from which to make further
inquiries. Furthermore, the selection criteria left women the autonomy to self‐select as
participants of the study. This fact means that only women who felt like they had
something to say about their experiences participated.
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One other limitation of the study that must be acknowledged is that this is a
retrospective study whereby participants recall events from their past. Women’s situations
and feelings at the time of the interviews influenced their perceptions of past events. For
example, in the case of Mary’s interview, the fact that her husband was admitted to a PCH
against her will might have heightened her sense of injustice about the past and might have
led her to emphasize details such as her needing to advocate for her husband’s
rehabilitation and speech therapy after previous strokes. Further, the narrative design of
this study means that the participants told the stories of their husbands’ admissions to PCHs
to me the researcher in a very particular context; that of a research interview. My presence
and line of questioning also influenced the reconstruction of the events as told by the
women.
Implications for Future Research Directions
The current study provided the opportunity to draw attention to the stories of older
women whose husbands are in a PCH. The participants’ descriptions of their experiences
highlighted their ongoing legacies as unpaid caregivers to their families and showed the
material and emotional consequences of a lifetime of caregiving. The findings of the study
were consistent with feminist caregiving theoretical literature which demonstrates how the
provision of care is highly gendered work. The findings of this current study were consistent
with some empirical work on caregiving as well.
One of the most significant contributions of the current study to the empirical body
of caregiving research is to draw attention to the oversights that come from broadly
grouping caregivers across age, gender and relationship status to the resident. In looking
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specifically at the experiences of elderly wives, this current research was better able to
capture the particular nuances of a specific caregiving experience. Furthermore, the
participants of the study demonstrated how, due to feelings of guilt, obligation and lack of
sense of entitlement, they were unlikely to first of all access formalized services, but, upon
accessing a service, they were also unlikely to voice any problems or concerns they might
have with various service providers within the formal systems. These issues must be
considered if ever we hope to create equitable services for an aging population.
This study has drawn attention to issues that should be addressed in future
research: to begin, it would be important to undertake a follow‐up study with a larger group
of participants in order to gain a better understanding of how the findings of the current
study apply to other wives of residents. Further studies would provide the opportunity to
explore possible other dimensions of the experience that were not captured by this study’s
limited participation. A follow‐up study would also enable participants to make some
comment on the recommendations of the current study. Additionally, we have seen how
the participants came from a population group that lived on the periphery of service
provision and did not feel entitled to speak out about problems. It is possible that women
from different social locations experience self‐censoring to a different degree. As
mentioned above, this study would have benefitted from representation from women of
diverse social locations in terms of race, class, income, culture and abilities in order to
explore the diversity in women’s caregiving situations.
One other area of possible study would be to look at the experiences of older men
whose wives are in a PCH. This research has shown how gender has influenced women’s
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caregiving experiences. It stands to reason that gender likewise influences men’s caregiving
experiences and future research into caregiving husbands of PCH residents would help
provide a more complete picture of caregiving at a particular stage in the life course. By the
same token, other studies exploring the particular experiences of other caregivers, such as
daughters, daughters‐in‐law, and sons would also be beneficial as statistically, these groups
are also caregivers.
Implications for Social Work
Based on content of the seven interviews with six women, I have compiled some
recommendations that would improve the material daily realities of the wives as they
described in their interviews:
Outside the PCH:
Make improvements to the Winnipeg Handi‐transit system. Combine it with taxi
voucher discounts to be more comparable to the accessible transportation systems
of other major cities. Part of these improvements would include a dispatching
system that was aware of the logistical issues of the size of the transportation and
the mobility aids of the service users.

Within the academic environment, help students of social work and other
professionals working within the PCH environment to understand the issues faced
by caregiving wives to enable future practitioners to be sensitive and responsive to
their needs.
Within the PCH:
Examine PCH policies and practice concerning informal caregivers to determine if
there are any improvements that can be made to the ways in which caregivers are
incorporated into the PCH.
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Where it is not already policy to do so, encourage all members of the PCH
community to forge relationships with wives and make efforts to create a safe
atmosphere which might help them voice concerns should they arise. Do not
assume there are no problems because no formal complaints have been made.
Sensitize staff of PCHs to issues of guilt, entitlement and obligation experienced by
wives of residents so that these dominant discourses can be taken into
consideration.
While older wives in this study preferred informal supports over formal ones, social
workers could help facilitate expanding networks for women with other women to
help alleviate loneliness. I acknowledge that the most obvious way of bringing wives
together is through PCH support groups which, in the current study, were not
accessed by the participants. Work must be undertaken to help women form these
linkages in a context that is comfortable and appropriate for them. Attention needs
to be paid as to how these groups are described and presented to the unpaid
caregiver. A social group or a support group might attract different women. It
might also be possible to introduce community‐based caregiving wives to groups
that are already existing within the PCH to create more continuity before and after
admissions.

Beyond these suggestions based on my specific interviews, are other
recommendations stemming from this project as well as other empirical research. These
recommendations could enhance the lives of all family caregivers of PCH residents. Social
workers that are not already engaged as advocates for family members of residents could
incorporate this work into their practice.
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One key recommendation that reoccurred again and again in the empirical research
was the call to enhance relationships between paid and unpaid caregivers within the PCH
(for examples see Nolan & Dellasega, 1999; Bauer, 2005, Ross, Rosenthal & Dawson, 1997).
While I have suggested that though the motivations for this enhanced relationship are in
some cases questionable and risk further exploiting the labour already being undertaken by
these unpaid caregivers, it need not be so. For example, the work of Milligan (2003)
suggests that nursing homes should adopt a model more similar to palliative care in which
the family’s role is formally supported through the provision of services and resources. The
‘client’ in this alternative model is not solely the resident, but other family members as well
(Reuss, Dupuis & Whitfield 2005). My own addition to this model is that the services must
not be uniform but responsive to the unique situations of each person. Social workers are
ideally poised to look beyond the walls of the PCH to look at how the broader life context of
each caregiver affects and is affected by caregiving work.
In the proposed model, relationships between spouses would be explored (Kaplan &
Ade‐Ridder, 1995; Kaplan, 2001) and the community‐dwelling spouse would be able to set
guidelines for the degree to which the relationship between spouses is supported by the
PCH. To this end, such features as subsidized transportation and meals for spouses as well
as adjacent accommodations would be accessible options for all informal caregivers. It is
also obvious that a great deal of work must be done to help women feel safe about making
complaints or suggestions about how to improve service. Kellett (1999) likewise points out
that participants need ongoing affirmation to modify the discourse that makes them feel
guilty about the admission and therefore unentitled to request change.
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Another possibility would be to have a model of care in which there were closer
linkages and more continuity between community‐based care and PCH services. This model
could help women by eliminating the need for them to establish a completely new set of
relationships upon their husbands’ admission to a PCH.
In addition to these implications for social work that are inspired by empirical
research, the feminist caregiving body of literature has much to add to this discussion. As
we saw in the discussion section above, work from the feminist caregiving theoretical
perspective was important in helping make sense of the findings. As we have seen (refer to
methodology section above), feminist research must incorporate the attribute of critique in
which the researcher must be willing to look beneath the taken‐for granted assumptions of
our society to look for emancipatory possibilities that come from adopting a different
perspective ‐ what Aronson (1998) refers to as being a ‘visionary’ (p. 130).
Through critical thinking, research and anti‐oppressive practice, implications for
social workers include the willingness to be open to visionary possibilities that challenge our
cultural norms about caregiving, about femininity, about the binary concepts of private vs.
public, paid and unpaid work, and about the possibilities of a social structure which, unlike
our capitalist market economic model, does not provide rights of citizenship on the basis of
one’s earning capacities (Neysmith, 2000).
The vision must include macro‐level changes to our current dominant cultural model
that will enhance the status of women and caregivers; change that would have caregivers of
both sexes supported in their chosen roles in ways that recognized, affirmed and politically
valued their work. On the micro‐level, this change would, as Aronson described, “foster in
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older women a sense of entitlement and confidence in articulating their needs without
shame”, as well as provide younger women a “sense of entitlement to pursue their own
interests and development without a sense of guilt and inadequacy in relation to others”
(Aronson, 1998, p. 130).
Aronson also points out that it is essential for us to make sense of the silence that
surrounds
“women’s experiences of the personal costs of caregiving as a result of entrenched
cultural beliefs about proper family ties, independence, dependence, private and
public life. Like all effective ideologies, these images make the possibility of other
patterns of care and need‐meeting seem unthinkable or impossible and render the
present pattern ‘obvious’ and ‘natural’. Feminist writing and all emancipatory
writings stress that for individual experiences to be transformed into publicly
expressed claims for change, it is necessary that people talk about and share their
difficulties and come to develop a sense of collective consciousness and identity.
The first step in making change and other possibilities is that they become
speakable.” (Aronson, 1998, p. 132)

In their personal lives as women, as well as in their professional lives through research and
practice, social workers must take part in discussions about the caregiving experience and
its demands on women in order to help bring into focus the weaknesses in our system. In
so doing, both as women and as social workers, we can play a part in challenging oppressive
ways of thinking and help bring about positive change.
Social workers are likewise encouraged to help bring to light the false perceptions
that elderly women are primarily users of health and social services, and not care providers
themselves. As Neysmith and Reistma‐Street (2009) and the current study demonstrate,
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women continue to work into old age although generally not in the areas of paid
employment. It is important for us to engage in a discourse that is more reflective of the
actual human condition in which we are all givers and receivers of care, rather than one or
the other.
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Appendix A ‐ Professional Contact telephone call to director of care of PCH
Hello, my name is Colette Pancoe and as part of my thesis for my Masters of Social
Work degree, I am conducting a research project to explore the experiences of older
women whose husbands are in long term care. Do you have a couple of minutes to hear
about the project and, if you are interested, have your facility be one of four Winnipeg
facilities from which I will draw my sample?
•

IF DIRECTOR HAS NO TIME AND IS NOT INTERESTED IN MORE INFORMATION:

Thank you anyway, goodbye.
•

IF DIRECTOR HAS NO TIME BUT IS INTERESTED IN THE PROJECT:

Well I would be happy to send you some information about the project. Would you prefer
to receive it by fax or by email? What is your email address/fax number? I will make sure
that the information I send you specifies what would be required from (INSTITUTION
NAME). I’ll be in touch in a couple of days to answer any additional questions and find out if
you want to participate.
Thank you very much for your time, Goodbye.
*Send Appendix B, D, & E.
OR
•

IF THE DIRECTOR HAS TIME TO HEAR ABOUT THE PROJECT AND IS HAPPY TO
DISCUSS OVER THE PHONE

Would you like to arrange a meeting to hear about this project in person or hear about it
over the telephone?
*The following script may be used for either in‐person or over‐the‐telephone meeting with
the director of care of a personal care home.
As I mentioned, my research project is to explore the experiences of older women
whose husbands are in a personal care home. I want to look at how formal systems such as
the personal care home, other health and social services they might receive, finances,
housing and transportation as well as informal systems of friends, families and neighbours,
change after women’s husbands move to a personal care home.
This population group is largely under‐represented in research on transitions to
personal care, with the bulk of research looking at their experiences within the context their
capacity as a caregiver to their husbands. However, I am interested in exploring their
experiences beyond merely that context to see what other aspects of their lives might be
affected by their husband’s transition. The findings from this study will help inform social
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workers both within the PCH environment as well as in community‐based organizations
about the issues these women face and thereby improve social work practice with this
population.
I imagine that many of (INSTITUTION NAME) residents have wives who are still living
in the community. These are the women I am hoping to speak with.
I am hoping to find approximately six to eight women from different facilities who would be
willing to participate in this research by agreeing to take part in an audio‐taped interview in
which they would be invited to share stories about their experiences. The criteria for
participating in this study are set at:
¾ Women who are 55 years of age or older.
¾ Women whose husbands have been admitted to a Personal Care Home in the past 1‐
12 months (they need not be legally married and there is no limitation on how long
they have been together).
¾ Women who can speak and read English.
¾ Women who are open to sharing and talking about their experiences about changes
in the formal and informal structures around them after their husband moved to a
Personal Care Home
I would be happy to provide any participating PCH with a copy of the final report and will
also put an acknowledgement in the final work to all the participating PCH, though I will not
disclose to anyone which or if any of the participants are affiliated with which PCH.
Does this research project sound like something you would like to assist me with?
•

IF NO

I thank you very much for taking the time out of your day to listen. Goodbye
•

IF YES

Thank you so much. What I was hoping to get from you was the name of a staff member
who would serve as a liaison; someone with whom I could work with to help me identify
women who are eligible to participate. I am not looking for the liaison to do any recruiting
and I have prepared a script of what the liaison would say in order to emphasize to the
women that the PCH isn’t involved in the recruitment process and would have no
knowledge of who is participating or what is being said during the interview. This liaison is
only required to pass along some written information on my study to women who meet the
criteria.
*A COPY OF APPENDIX B, D & E WILL IS PROVIDED IN‐PERSON, OR SENT VIA EMAIL/FAX AT
THIS POINT.
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Do you have any questions about the research project?
Do you have the contact information for a liaison?
I will leave you a brief written description of the project (Appendix B) a copy of the script
I’ve prepared for the liaisons to use (Appendix D) and a copy of the recruitment flyer I
would like the liaisons to pass on to potential participants (Appendix E). On the description
of the project, you will see a copy of my contact information, as well as the contact
information of my thesis advisor, Kathy McKnight. If you should have any questions or
concerns regarding this project, please feel free to contact either of us either by phone or
email. Thank you for your time, goodbye.
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Appendix B ‐ Professional Contact (letter) to Director of Care
Appears On University of Manitoba Letterhead
***TO BE

‐EMAILED OR FAXED TO DIRECTOR WHEN AN IN‐PERSON OR TELEPHONE CONVERSATION IS
NOT POSSIBLE (IN ADDITION TO APPENDIX D &E)
‐GIVEN TO THE DIRECTOR AFTER AN IN‐PERSON OR TELEPHONE CONVERSATION (IN
ADDITION TO APPENDIX D & E)

Dear: (Name of Director of Care)
As per our telephone conversation the other day, my name is Colette Pancoe and as part of
my thesis for my Masters of Social Work degree, I am conducting a research project to explore the
experiences of older women whose husbands are in a personal care home. I want to look at how

formal systems such as the personal care home, other health and social services they might
receive, finances, housing and transportation as well as informal systems of friends, families
and neighbours, change after women’s husbands move to a personal care home. I am
contacting you in the hopes that you can help me identify women who are eligible to participate in
this research.

This population group is largely under‐represented in research on transitions to
personal care, with the bulk of research looking at their experiences within the context of
their capacity as a caregiver to their husbands. However, I am interested in exploring their
experiences beyond merely that context to see what other aspects of their lives might be
affected by their husband’s transition. The findings from this study will help inform social
workers and health care professionals both within the PCH environment as well as in
community‐based organizations about the issues these women face and thereby improve
social work practice and other professional practice with this population.
I imagine that many of the residents in your personal care home have wives who are
still living in the community. These are the women I am hoping to speak with.
I am hoping to find approximately six (6) to eight (8) women from four (4) different
facilities who would be willing to participate in this research by agreeing to take part in an
audio‐taped interview in which they would be invited to share stories about their
experiences. The criteria for participating in this study are:
¾ Women who are 55 years of age or older.
¾ Women whose husbands have been admitted to a Personal Care Home in the past 1‐
9 months (they need not be legally married and there is no limitation on how long
they have been together as a couple).
¾ Women who can speak and read English.
¾ Women who are open to sharing and talking about their experiences about changes
in formal and informal structures after their husband moved to a Personal Care
Home
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In return, I would be happy to provide any participating PCH with a copy of the final
report and will also put an acknowledgement in the final work to all the participating PCH,
though I will not disclose to anyone which or if any of the participants are affiliated with a
given PCH.
In the event that you wish to assist me with this research, I am hoping to be put in
contact with a liaison on the staff, someone with whom I could work to help me identify
women who are eligible to participate. I am not looking for the liaison to do any recruiting
and I am including a prepared script that the liaison would use when speaking with eligible
women in order to emphasize that the PCH isn’t involved in the recruitment process and
would have no knowledge of who is participating or what is being said during the interview.
This liaison is only intended to pass along some written information (also attached to this
letter) about my study to women who meet the criteria.
Women who are interested in participating in the project will then telephone me
directly. Only at the point of this telephone call will the women be asked if they are
interested in participating. In this way, the PCH will not know who consents to participating
or not unless the woman herself decides to disclose to someone at the personal care home.
If you should have any questions or concerns regarding this project, please feel free to
contact either myself or my thesis advisor by telephone or email provided below.
I will be in touch in the next couple of days in order to clarify any questions you might have and to
find out if you are interested in participating.
Thank you very much for your time and consideration in assisting me with this research project.
Sincerely,

Colette Pancoe
Social Work student

Thesis Advisor:
Kathy McKnight
Professor,
University of Manitoba

Phone: 453‐6164
Email: colettepancoe@yahoo.com

Phone: 474‐9292
Email: mcknight@cc.umanitoba.ca
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Appendix C – Follow‐up Phone call to directors of care
Hi, this is Colette Pancoe; I am the graduate social work student who spoke to you the other
day about the possibility of using (institution name) as a site through which I could recruit
wives of residents for my research project. I (faxed/emailed) over the summary of the
project (Appendix B), a script for the liaison (Appendix D), and project flyers (Appendix E) for
eligible participants a couple of days ago. Have you had the opportunity to look at them
yet?
IF NO:
Are you still interested in helping out with the recruitment process? I can call back on (give
date) in order to give you some more time to go over the material, would that be better for
you? (Arrange alternate date for phone follow‐up)
Thank you for your time, talk to you soon.
Goodbye.
IF YES:
Do you have any questions at all about what you read? What I was hoping for was for you
to provide me with a liaison on the staff, someone with whom I could work with to help me
identify women who are eligible to participate. I am not looking for the liaison to do any
recruiting and as you can see, I have prepared a script of what the liaison would say in order
to emphasize to the women that the PCH isn’t involved in the recruitment process and
would have no knowledge of who is participating or what is being said during the interview.
This liaison is only required to pass along some written information on my study to women
who meet the criteria.
Women who are interested in participating in the project will then telephone me
directly. In this way, the PCH will not know who consents to participating or not. The
liaison would also be responsible for relaying telephone numbers of women who have
agreed to hear more about the study to me, the researcher.
Do you have any questions about the research project?
Do you have contact information for a liaison at your personal care home?
Great, I will be in touch with (liaison name) very soon.
Thank you again for your assistance with this research. I would be happy to share the final
report with you if you are interested, and as the letter mentioned, I will include an
acknowledgement to (personal care home name) in the final document.
If you should have ay further questions or concerns, please do not hesitate to call either me
or my thesis advisor. Our contact information is on the letter I sent you.
Goodbye.
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Appendix D – Liaison Script
Hi Mrs.________ I have been contacted by a university student named Colette Pancoe who
is studying for her master’s degree in social work. She is conducting a research project
about women whose husbands are in a personal care home, and she is trying to find women
from a few different personal care homes around Winnipeg to speak with about
experiences they’ve had since their husbands have moved and how different parts of their
lives might have changed since their husbands moved.
Here is a paper she sent to (INSTITUTION NAME) explaining a bit more about her project
(give recruitment flyer – Appendix E to woman). (INSTITUTION NAME) isn’t part of this
research in any way and no one here will be told about who decides to participate or not,
but we did say that we would hand out these fliers to women who met the criteria for the
project, so that’s why I came to talk to you.
Take the flyer home and read it if you want. If you decide that you are interested, or are
just wanting some more information about the project, give Colette a call. Her telephone
number is written on the paper and she would be happy to answer any of your questions,
even if you decide you don’t want to participate.
Talk to you later,
Goodbye!
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Appendix E‐ Recruitment Flyer

Would you like to share your experiences about how your husband’s personal care
home placement has affected different aspects of your life?
I am a social work student at the University of Manitoba. I am doing a research project as part of
my Masters in Social Work degree about the experiences of women whose husbands have moved
to a nursing home in the past 1‐9 months.
The goals of this research are:
1) To find out how personal care home placement of husbands affects their wives’ formal support
systems such as the personal care home, any community programs such as home care or
meals on wheels, etc, finances, banking, housing and transportation.
2) To explore how personal care home placement of husbands affects their wives’ informal support
systems (consisting of the spousal relationship, other (non‐spousal) family, friends and
neighbours)
3) To explore the formal and informal support system needs of older wives whose husbands have
been placed in a personal care home
I hope that this research will:
¾ be used to teach social workers and health professionals about how best to help women in your
situation
¾ be used to inform different policies so that they consider the needs of women whose husbands
go into a nursing home.
If you are over the age of 55 and your husband or common‐law partner moved to a nursing home
in the past one (1) to nine (9) months, you are invited to take part in this study.
Your commitment:
If you would like to participate in the study, you would take part in a face to face recorded
interview with me that would last approximately 1‐1.5 hours. This interview would take place at a
time and place that is most convenient to you.
If you think you would like to hear more information about this project, please contact me at: 453‐
6164. I would be more than happy to tell you more information and answer any questions you
may have.
If you have any concerns about this project, you can also contact my thesis advisor, Kathy
McKnight.
Colette Pancoe
Social Work Student
University of Manitoba
Phone: 453‐6164

Kathy McKnight
Professor and thesis advisor
University of Manitoba
Phone: 474‐9292

Email: colettepancoe@yahoo.com

Email: mcknight@cc.umanitoba.ca
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Some more information you might want to know about this project:
Demographic Questions
‐In addition to finding out about your experiences since your husband’s transfer to the personal care
home, I will be asking some very basic demographic questions that will help me understand your
situation. These are background questions covering such things as where you were born, where you
work(ed) and what level of schooling you have had. You are free to not answer any questions you
do not want to.

Possible Risks and Discomforts:
There is a chance that you may experience distress when participating in an interview because it will
involve thinking about your husband’s move to a personal care home. There may also be some
discomfort at sharing your experiences with the researcher, but you will be encouraged to only
share what you feel comfortable with. Please note that you are free to change your mind about
participating in the study at any time without any consequence to you.

Group Feedback Session
All the women who participate in this research will be invited to participate in a group information
sharing session after the preliminary results have been compiled. That means that after the
interviews are all over but before I write my final report, I will invite all of the participants to meet
together to listen to the results. If you choose to participate, you will have the opportunity to give
me feedback and make comments about whether you think I understood you properly and if you
think I am properly recounting your experiences. You do not have to participate in this session if
you do not want to. I will make transportation arrangements to this information session for anyone
who wants to participate.

The Final Report
At the very end of my research project, all the participants who are interested will be given a copy of
the final report. If you prefer, you can also have the choice of having me come to see you to explain
the project in person.
All participants will also be invited to an open meeting at the University of Manitoba where I will
present the findings from this research to my professors and anyone who is interested. You do not
have to come to this meeting if you do not want to.
Report of Abuse
If you disclosed to me that someone at the personal care home, maybe your husband, or even
another resident was being abused by someone else at the personal care home, I would not be able
to keep that information confidential. I would report the incident to the Protection for Person’s in
Care office, and they would probably start an investigation into the matter.
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Appendix F ‐ Telephone Recruitment Script
Hello, my name is Colette Pancoe and I am a graduate student in the faculty of Social Work
at the University of Manitoba. Did you get a flyer about my research project? Are you
interested in hearing more about the project?
First of all, you are not under any obligation to participate in this research project, and I will
not be telling anyone at (INSTITUTION NAME) about who has agreed to participate or not.
(INSTITUTION NAME) is helping me by passing out flyers and giving me the names of
women I can contact.
Are you interested in hearing about the study over the phone or would it be better for you
if I explained it to you in person?
***The following description can work for either telephone or in‐person discussion about the research
project:

As the flyer says, this research is part of my school work to get a master’s degree in social
work. I am a student and not affiliated with any agency that provides care for either you or
your husband and in no way will the care either of you are receiving be affected if you
decide to participate or not.
I am looking to interview women about their experiences in different aspects of life after
their husbands moved to a personal care home. Some of the aspects of life I mean are
things like what it is like at the personal care home, finance and banking, housing and
transportation, as well as with your relationships with family and friends.
I am hoping to talk with women who are 55 years of age or older and whose spouses have
been in a personal care home from between 1‐9 months. Does this description fit you? I
want to be really clear that you are not obligated to participate in this research project, and
even if you say yes to participating after talking to me today, you are always free to change
your mind, even after the interview has started, you can always change your mind and say
‘no’.
Your participation in the study would involve a face‐to‐face interview with me. The
interview will take about 1 to 1.5 hours and it could take place wherever suits you best:
either at your home or any other place you might like. The place would have to be quiet
enough so that I could tape the interview and be able to hear it afterwards.
The structure of the interview is that at first I would ask some general demographic
questions. These questions would cover things like where you were born, where you
worked and what level of schooling you had. These questions will give me a bit of a
background to help me understand your experiences and situation.
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Next, I will ask about how your husband came to live at (INSTITUTION NAME) and how his
moving has affected your life in different ways. You are free to not answer any question
you are uncomfortable about answering or even to stop the interview and drop out of the
study at any time.
As I mentioned, the interview would be audio taped. After the interview, I would listen to
the tapes and write out a script of all the things we talked about. After collecting
approximately six (6) to eight (8) of these interviews, I would look at all the scripts and try to
find similarities and differences in the experiences and from that information write the final
report.
All the things you say in the interview will be completely confidential. I will not use any
names in the study and will not tell anyone about who decided to participate or not.
Anyone who participates is free to tell or not tell whomever she chooses about the study. I
will never tell anyone at the personal care home about who decided to participate or not. I
will not show anyone the tapes or the transcriptions after they are recorded except my
professor if I have some questions about how to do the research properly. However, I will
not reveal to her any names of the participants and make sure that you can’t be identified.
I will keep all the tapes and transcriptions in a locked cabinet in my home and destroy all
the material, except the final report, in May of 2009, 1 year after the study.
If you decided to be interviewed and you disclosed to me that someone at the personal care
home, maybe your husband, or even another resident was being abused by someone else
at the personal care home, I would not be able to keep that information confidential. I
would report the incident to the Protection for Person’s in Care office, and they would
probably start an investigation into the matter.
If in the interview you were to share with me about some abuse that you were experiencing
yourself, maybe at the hands of someone you know, I would stop the interview and we
would talk about it. I would provide you with the senior’s abuse hotline telephone number
or phone numbers to a number of agencies that might be able to help. I will bring some
phone numbers with me to the interview and we could talk about the different options and
you would then have some resources to contact at your discretion.
With the information I gather from the research, I will write my thesis that would help me
graduate. The information I gather from the study will help social workers and other staff
members at nursing homes get a better understanding of what it is like for women whose
husbands are in a nursing home. Also, this paper could help inform policy makers who
make decisions and fund programs so that they might better understand what it is like for
women whose husbands are in a nursing home.
I have to let you know about any risks that you might experience if you decide to participate
in the study. There is a chance that when you talk about your experiences you remember
something difficult or sad and become upset. You are always free to not answer any
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question that you think might make you sad or upset. As I said, you can also stop the
interview at any time. I also have a list of contacts for counselling services and different
agencies that specialize in providing services to seniors.
There will be no form of payment given to the participants of this study. I will give everyone
a thank you card and a small gift as token of my thanks.
Also, you will have the opportunity, if you are interested, in meeting some of the other
participants in order to listen to some of the preliminary results and you could tell me if I
properly understood what you were saying in the interview or not. You would have the
chance to decide if the results of the research sound correct and if they are reflective of
your experience. I will take any input you give and use it in the final results. I would be
happy to send you a copy of the final report when it is ready. You can choose, if you like, to
have me come and see you in person to explain the results of the final report. You are also
invited to attend an open meeting at the university where I will present my final paper
when it is ready.
Do you have any questions about anything I’ve said here?
Are you interested in participating in this study?
If no: thank you so much for your interest and taking the time to speak with me today.
If yes: Thank you very much, for agreeing to this interview. What time /place is best for
you?
Thanks again, I’ll see you on the day of the interview. Please feel free to call me at 453‐
6164 if you have any more questions or have any second thoughts about it.
Goodbye
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Appendix G ‐ Consent Form
(Appears on U of M letterhead)
The experiences of older women whose husbands are in a personal care home
Colette Pancoe
Master’s of Social Work Student
University of Manitoba
Home phone: 453‐6164
Email: colettepancoe@yahoo.com

Kathy McKnight
Professor and Thesis Advisor
University of Manitoba
Phone 474‐9292
Email: mcknight@cc.umanitoba.ca

Introduction:
This consent form, a copy of which will be left with you for your records and reference, is
only part of the process of informed consent. It should give you the basic idea of what
the research is about and what your participation will involve. If you would like more
detail about something mentioned here, or information not included here, you should
feel free to ask. Please take the time to read this form carefully and to understand the
information it contains.
You are invited to take part in a research study I am carrying out for my Masters degree in
Social Work at the University of Manitoba under the supervision of Professor Kathy
McKnight. Taking part in this study is voluntary. You do not have to participate in this
study, and if you choose not to participate, any care/ treatment either you or your husband
is receiving will NOT be affected. I am not affiliated with any organization that provides
care to either you or your husband. Participating in this study might not benefit you, but I
might learn things from you that could one day benefit others. You are free to withdraw
from this study at any time without affecting your care or the care of your husband. You
are also free to not answer any question you do now want to answer. The study is
described below. This description tells you about the potential risks or discomforts you
might experience as a participant in this project. You should discuss any questions you have
about this study with me.
Purpose of the study:
The purpose of this study is to find out about the experiences of older women whose
husbands have been admitted to a personal care home in Winnipeg, Manitoba, in the past
one (1) to nine (9) months. This study will be looking at some of the formal and informal
supports in your life and how they might have changed since your husband’s admission to
personal care. This study will also look at your needs and find out from you what might be
helpful to you at this time of your life.
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Study design:
In this research women will be invited to take part in a one‐on‐one taped interview with me
lasting approximately 1‐1.5 hours. I will transcribe the recorded interviews, compile all of
the information and look to see what kinds of themes emerge from the stories and ideas
the participants have shared with me. After I have collected information from the
interviews, participants will be given the option in participating in a group feedback session
during which the preliminary findings will be shared and feedback solicited in order to verify
and strengthen the results.
Who can participate in the Study:
You may be a participant in the interview if you are aged 55 or older and have a husband or
common law partner who has been admitted to a nursing home within the last one (1) to
nine (9) months, and can read, write and speak in English.
Who will be conducting the research:
This research is conducted by Colette Pancoe. I am a graduate student at the University of
Manitoba in the Faculty of Social Work. I will be working under the supervision of Professor
Kathy McKnight, who is a professor in Social Work at the University of Manitoba. She is my
Thesis Advisor. A Thesis Advisor is a Professor who is overseeing the research to make sure
I am doing it properly and giving me advice and assistance when I need it.
What you will be asked to do:
You will be asked to participate in a one‐on‐one interview, lasting approximately 1‐1.5
hours. You will be asked some basic demographic questions and then asked to talk about
your experiences surrounding your husband’s admission to a nursing home and how things
are going for you since the admission. Participation requires that interviews will be audio‐
taped and transcribed. I will retain the tapes and written notes until May 2009 and then
destroy all the tapes, notes and transcriptions, and all documents associated with the
project except the final report. All the women who participate in this research are invited
to participate in a group information sharing session after the preliminary results have been
compiled. That means that after the interviews are all over but before I write my final
report, I will invite you and all other participants to meet together to listen to the results.
You will have the opportunity to give me feedback and make comments about whether you
think I understood you properly and if you think I am properly recounting your experiences.
You do not have to participate in this session if you do not want to. I will make
transportation arrangements to this information session for anyone who wants to
participate.
Possible Risks and Discomforts:
There is a chance that you may experience distress when participating in an interview
because it will involve thinking about your husband’s move to a personal care home. There
may also be some discomfort at sharing your experiences with the researcher, but you will
be encouraged to only share what you feel comfortable with. You are also free to change
your mind about participating in the study at any time without any consequence to you.
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The researcher will make every effort to ensure that you and all participating women are
given the opportunity to express your ideas. The researcher will check with each participant
to make sure you are emotionally safe when the interview is complete. In the event that
you should be triggered into an unsafe emotional space or need additional debriefing, you
will be encouraged through referral to get support from a counsellor.
Possible Benefits:
I cannot guarantee that your role as a participant in this study will benefit you directly. You
will be given a chance to share your experiences and ideas, and in so doing, your
contribution may help shape the course of this study. Your experiences and ideas will help
me to learn more about what women are experiencing when their husbands are admitted
to a nursing home and in my future practice as a social worker, I can help others. Ideally,
this research study will help social workers and allied health professionals such as nurses
understand what women such as yourself experience in your lives after your husbands
move to a personal care home. This research might also help inform policy makers about
the experiences of women whose husbands move to a personal care home so that they can
create policies that better serve the needs of women in this situation.
Compensation:
You will not be compensated for this study. You will receive a thank‐you card from the
researcher and a small gift of thanks. Copies of the final report will be sent to you if you are
interested. You may withdraw from the study at any time and still receive a copy of the
report, the thank‐you card and the gift.
Sharing results:
When the research is all over, the results of this study will be presented in an open meeting
at the University of Manitoba. You are invited to attend this meeting if you wish but if you
do not want to attend, you are not obligated. This is a different meeting than the one
mentioned earlier. This meeting is after all the research is finished to complete my degree.
The first meeting was to check with participants if I understood correctly and give then a
chance to make some comments about your experience in the research if you wanted to.
Confidentiality:
The researcher will keep all information you provide strictly confidential. My written
accounts of the research results will not identify anyone by name. You are invited to use a
pseudonym (fake name) and only that pseudonym (fake name) will be used in any written
information. The interview tapes, the notes from the interview, the transcripts from the
interviews your phone number and this consent form will remain locked in a secure cabinet
at my house and will be kept until May 2009. In May 2009, all transcripts, tapes and other
data will be destroyed by being shredded or cut up. Any organization providing care to
either you or your husband will not have access to the data collected during the study, only
the final report which will not mention any names or identifying information.
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You are free to withdraw from the study at any time and you are free to not discuss
anything that makes you uncomfortable.
If you disclosed to me that someone at the personal care home, maybe your husband, or
even another resident was being abused by someone else at the personal care home, I
would not be able to keep that information confidential. I would report the incident to the
Protection for Person’s in Care office, and they would probably start an investigation into
the matter.
If in the interview you were to share with me about some abuse that you were experiencing
yourself, maybe at the hands of someone you know, I would stop the interview and we
would talk about it. I would offer to call the senior’s abuse hotline or any agency you might
feel comfortable speaking with. I have some phone numbers with me at every interview
and we could talk about the different options. If you gave me permission, I would make a
phone call to one of the agencies on the list I would bring. If you didn’t give me permission,
I would not call; I would make sure you had the list of agencies and knew about who you
could call if you decide to call someone in the future.

Questions:
If you have any questions or concerns at any time during the study, please call Colette
Pancoe, the researcher. I can be reached at 453‐6164 or email colettepancoe@yahoo.com.
You will be made aware of any new information that might affect your decision to be a part
of this study.
Problems or Concerns:
In the event that you have any difficulties with or wish to voice concern about any aspect of
your participation in this study and you are not comfortable speaking with Colette, the
researcher, you can contact Colette’s thesis advisor,
Kathy McKnight, Professor at the University of Manitoba at 474‐9292 for assistance. You
can also email her at Email: mcknight@cc.umanitoba.ca
This research has been approved by the Psychology/Sociology research ethics board of
the University of Manitoba. If you have any concerns or complaints about this project you
may contact any of the above‐named persons or the Human Ethics Secretariat at 474‐
7122, or e‐mail margaret_bowman@umanitoba.ca. A copy of this consent form has been
given to you to keep for your records and reference.
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Informed Consent:
I have read the explanation about this study. I have been given the opportunity to discuss it
and my questions have been answered to my satisfaction. I hereby consent to take part in
the research study, titled: The experience of older women whose husbands are in a
Personal Care Home. I realize that my participation is voluntary and that I am free to
withdraw from the study at any time.

_____________________________
Participant Name (please print)

_____________________________
Participant signature

__________________
Date

_____________________________
Researcher (person obtaining consent)

__________________
Date

I consent to being anonymously quoted in the written reports of the research.

____________________________
Participant

___________________
Date

I hereby consent to being audio‐taped for the purpose of this study

____________________________
Participant

___________________
Date

EXPERIENCES OF OLDER WOMEN

238

Please check one:
I would be interested in taking part in a group feedback session with the researcher and
other women participants after the interviews are done and the preliminary results have
been collected.
I am not interested in taking part in the group feedback session, thank you.

Please Check one:
I would like to have a report of this study sent to me when it is completed.
I would like to have the researcher visit me to explain the results of this study when it is
completed.
I am not interested in a copy of the report: please do not send one to me.

Please Check one:
I would like a phone call to tell me about the open meeting at the University of
Manitoba where the researcher will present the final results of this study.
I am not interested in attending the open meeting at the University of Manitoba, please
do not contact me to tell me when it is scheduled.

EXPERIENCES OF OLDER WOMEN

239

Appendix H – interview guideline
Experiences of older women whose husbands are in a personal care home
‘warm up’ questions ‐ demographic information & background
1. What is your age?
2. Where were you born?
3. Did you grow up in (_______)?
3. a. If born outside of Winnipeg: In what year did you come to
Canada/Manitoba/Winnipeg?
3.b. What brought you to Canada/Manitoba/Winnipeg?
4. Are you retired?
4.a. If no: have you always been a homemaker?
4.b. If yes: How many years have you been retired?
4.c. Where did you work?
4.e. What were your reasons for retiring when you did? (for example, mandatory
retirement provisions, your were offered a retirement package, you were laid off; your
husband was retiring, you had to provide care for someone, you had health problems, you
were just ready to leave the workforce)
5. What is the highest level of education you have achieved?
Okay, that covers the background section of the interview, I now want to ask you a little bit more
about your husband’s move to a personal care home.
6. Can you tell me the story of how your husband came to live at (INSTITUTION NAME)
7. Can you tell me about an average day for you?

Can you tell me about how your husband’s personal care home placement have affected
your interactions with different services and agencies‐ basically formal support systems?
Probes:
‐What is it like for you to visit the personal care home? Probes: likes dislikes, feel like a client or a
helper for the staff?
‐What sorts of community organizations do you have in your life?
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‐Can you tell me a little bit about what services have changed since your husband’s admission?
‐Who managed the finances in your family when you first got together with your husband? Did that
arrangement change over the years? How?
‐Has your income changed at all since your husband moved to the personal care home? Probe: Do
you have any additional expenses since your husband moved to personal care? How do you cope
with these?
‐How do you feel about your future financial situation?
‐How do you feel about your current home? Probes: likes, dislikes, will you stay / move?
‐What is it like in your home now that your husband has moved away?
‐Can you tell me a little bit about your transportation arrangements? Probe: How do you get to and
from the personal care home, the grocery store, any appointments? To social calls?
‐Has the way you traveled around the city changed since your husband went to the personal care
home? If so, how?

Can you tell me about how your husband’s personal care home placement has affected
your relationships with the important people in your life?
Probes:
‐Can you talk to me about how you see your relationship with your husband since his admission?
‐Have the dynamics in the rest of your family changed since your husband was placed in
(INSTITIUTION NAME)?
‐Are you still in touch with friends that you and your husband used to visit as a couple?
If yes: What is it like for you to visit with them without your husband?
If no: why not?
‐Have your relationships with your friends changed since your husband went into care?
‐Have your relationships with your neighbours changed at all since your husband was placed in
(INSTITUTION NAME)
‐Are there any other important relationships in your life that have been affected by your husband’s
transfer?
Can you share with me what sorts of things you would find helpful for you in your life, I mean
both from formal or informal supports, through this process of your husband’s relocation?
Probes:
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Is there anything anyone could have done to make your husband’s transition and the time since his
transition easier for you?
Who would you consider your primary support in your day to day life? Probe: what sorts of things
can you count on ___ for?
Does the staff at the personal care home know anything about your day to day life in the
community? Do you feel like they should know?
Is there an aspect in your life that you feel you need more support?
Have you had to learn any new skills since your husband went into the PCH? Did anyone help you
with these skills?

Conclusion
What would you say has been the biggest change for you since your husband moved to the personal
care home?
Before we end the interview, do you have any questions?
If you were the one conducting the interview, are there any questions that you would have asked
regarding the experience of the different aspects of life after your husband moves to a personal care
home?
Can I contact you again if I need clarification or if I have any additional questions?
After all of the interviews are complete and the initial results have been prepared, would you be
interested in meeting with some of the other women who have taken part in this project to hear me
share the findings and you could give your opinion on whether they sound like a fair reflection of
your experience?
After the research is completely finished, would you like to receive a report about the findings of
this study?
Thank you so much for taking the time to talk with me about your experiences today.

General probe questions: to be used when relevant
•

Can you explain that a bit more?

•

Can you give me an example?

•

How did you feel about that?

•

Could you tell me a bit more about that?

•

What was that like for you?
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Appendix I – Emergency Resources
Participants will also be given a copy of the Manitoba Senior’s guide
Agency

Contact

Program names

Age &
Opportunity

956‐6400
2nd floor, 282 Portage
Ave.

Manitoba
Housing

945‐5566 telephone
menu
toll free 1‐866‐689‐
5566
280 Broadway

‐Friendly Visitor’s program
‐Safety Education program (look at your home to assess
safety requirements)
‐Older Victim services
‐Safe Suite
Counselling (wait of 4‐6 weeks)
‐This old house (deals with hoarding and squalor)
‐Home owner Emergency Loan Program (forgivable
payback loan of up to $3500 for emergency repairs.
‐RRAP residential repair assistance program (forgivable
loan for non emergency but major repairs)
‐HASI home adaptation for senior’s independence: will
help make adaptations for accessibility.
* all programs are means tested and require
documentation. Intake person sends out an application
form to fill out and then an adjudicator looks it over.
Publish the Manitoba Senior’s Handbook. Pass on
information about agencies in the community. In‐person
answer of phone. Can do some counselling in certain
cases either over the phone (crisis) or face to face (less
frequently)

Manitoba
Senior’s
Directorate

Suite 822‐155
Carleton
Senior’s information
line:
945‐6565 or toll free:
1‐800‐665‐6565
abuse line: 945‐1884
989‐1900
203‐290 Vaughan St.
989‐1900

Must leave a message and they call back within 1 business
day. Non‐profit. Assistance with credit counselling,
budgeting and financial planning, income tax assistance,
money management workshop, debt counselling,
gambling addiction fallout. Must attend an intake
seminar before making a meeting with a representative

Legal Aid
Manitoba

985‐8500
1‐800‐261‐2960

Provides basic legal advice primarily for family and
criminal matters.

Klinic

786‐8631
1‐888‐292‐7565

24‐hour crisis/suicide line

Community
Financial
Counselling
Services
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Appendix J – List of Personal Care Homes
Not for profit

First choice

First choice

Alternate

Taché Centre
185 Despins Street,
R2H 2B3
Tel: 233‐3693
Fax: 233‐6803
(314 beds)
Deer Lodge Centre
2109 Portage Avenue, R3J 0L3
Tel: 837‐1301
Fax: 889‐0430
www.deerlodge.mb.ca
(155 beds)
Holy Family Nursing Home
165 Aberdeen Avenue,
R2W 1T9
Tel: 589‐7381
Fax: 589‐8605
(276‐bed)

For profit
Golden Door Geriatric Centre
1679 Pembina Highway,
R3T 2G6
Tel: 269‐6308
Fax: 269‐5626
(76 beds)
Parkview Place
440 Edmonton Street,
R3B 2M4
Tel: 942‐5291
Fax: 947‐1969
(277 beds)
Maples Personal Care Home
500 Mandalay Drive,
R2P 1V4
Tel: 632‐8570
Fax: 697‐0249
(200 bed)
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Appendix K ‐ Professional Contact telephone call to liaison of PCH
Hello, my name is Colette Pancoe. I was given your contact information by
(DIRECTOR OF CARE) as someone who would be able to help me with my research as part of
my thesis for my Masters of Social Work degree. As you probably heard, I am conducting a
research project to explore the experiences of older women whose husbands are in long
term care. Has the (DIRECTOR OF CARE) given you a copy of the script and the written
project description and recruitment flyer?
•

IF NO

I would be happy to either meet you in person and bring these documents, send you
information about the project via fax or email and call you back in a couple of days, or we
could discuss your part now over the phone and I could email or fax you the information
after we’re done.
•

IF LIAISON WOULD LIKE FAX/EMAIL INFORMATION AND DISCUSS LATER

What is your email address/fax number? I will make sure that the information I send you
specifies what would be required from you as the liaison. I’ll be in touch in a couple of days
to answer any additional questions and find out if you want to participate.
Thank you very much for your time, Goodbye.
*Send Appendix L, D, & E.
•

IF LIAISON HAS ALREADY RECEIVED ALL INFORMATION ABOUT THE PROJECT

Great can we discuss your involvement with the project? It should take a couple of minutes
(either begin script below or make arrangement to discuss script below at a later date).
•

IF LIAISON WOULD LIKE TO MEET IN PERSON AND RECEIVE INFO OR DISCUSS OVER
THE PHONE AND HAVE INFORMATION EMAILED:

*The following script may be used for either in‐person or over‐the‐telephone meeting with
the liaison of the personal care home.
As I mentioned, my research project is to explore the experiences of older women
whose husbands are in a personal care home. I want to look at how formal systems such as
the personal care home, other health and social services they might receive, finances,
housing and transportation as well as informal systems of friends, families and neighbours,
change after women’s husbands move to a personal care home.
As the liaison, I was hoping that you would help me identify women who might be
eligible to participate in the study. Just to be clear, I am not looking for the liaison to do any
recruiting and I have prepared a script of what you would say in order to emphasize to the

EXPERIENCES OF OLDER WOMEN

245

women that the PCH isn’t involved in the recruitment process and would have no
knowledge of who is participating or what is being said during the interview. This liaison is
only required to pass along some written information on my study to women who meet the
criteria.
I am hoping to find approximately six to eight women from different facilities who would be
willing to participate in this research by agreeing to take part in an audio‐taped interview in
which they would be invited to share stories about their experiences. The criteria for
participating in this study are set at:
¾ Women who are 55 years of age or older.
¾ Women whose husbands have been admitted to a Personal Care Home in the past 1‐
9 months (they need not be legally married and there is no limitation on how long
they have been together).
¾ Women who can read, write and speak English.
¾ women who are open to sharing and talking about their experiences about changes
in the formal and informal structures around them after their husband moved to a
Personal Care Home
Do you have any questions about the research project or of your involvement?
Before starting to approach women at your facility, you should have a copy of your script as
well as the recruitment flyer. Do you have these documents or can I send them to you?
ENSURE LIAISON HAS COPY OF APPENDIX L, D & E EITHER GIVE IN PERSON OR EMAIL/FAX
AS NECESSARY.
I would be happy to provide you with a copy of the final report and will also put an
acknowledgement in the final work to all the liaisons, though I will not disclose to anyone
which or if any of the participants are affiliated with which PCH.
On the description of the project, you will see a copy of my contact information, as well as
the contact information of my thesis advisor, Kathy McKnight who is a professor at the
University of Manitoba. If you should have any questions or concerns regarding this
project, please feel free to contact either of us either by phone or email. Thank you for your
time, goodbye.
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Appendix L ‐ Professional Contact (letter) to liaison
Appears On University of Manitoba Letterhead

Dear: (Liaison name)
As per our telephone conversation the other day, my name is Colette Pancoe and as
part of my thesis for my Masters of Social Work degree, I am conducting a research project
to explore the experiences of older women whose husbands are in a personal care home. I
want to look at how formal systems such as the personal care home, other health and social
services they might receive, finances, housing and transportation as well as informal
systems of friends, families and neighbours, change after women’s husbands move to a
personal care home. I was given your name by (DIRECTOR OF CARE) as a liaison that could
help me identify women who are eligible to participate in this research.
This population group is largely under‐represented in research on transitions to
personal care, with the bulk of research looking at their experiences within the context of
their capacity as a caregiver to their husbands. However, I am interested in exploring their
experiences beyond merely that context to see what other aspects of their lives might be
affected by their husband’s transition. The findings from this study will help inform social
workers and health care professionals both within the PCH environment as well as in
community‐based organizations about the issues these women face and thereby improve
social work practice and other professional practice with this population.
I imagine that many of the residents in your personal care home have wives who are
still living in the community. These are the women I am hoping to speak with.
I am hoping to find approximately six (6) to eight (8) women from four (4) different
facilities who would be willing to participate in this research by agreeing to take part in an
audio‐taped interview in which they would be invited to share stories about their
experiences. The criteria for participating in this study are:
¾ Women who are 55 years of age or older.
¾ Women whose husbands have been admitted to a Personal Care Home in the past 1‐
9 months (they need not be legally married and there is no limitation on how long
they have been together as a couple).
¾ Women who can speak and read English.
¾ Women who are open to sharing and talking about their experiences about changes
in formal and informal structures after their husband moved to a Personal Care
Home
Attached to this letter should be your liaison script as well as a recruitment flyer. Please
use this script and flyer when approaching wives of residents during the course of their visit
to (INSTITUTUION NAME). Again, I am not looking for you to do any recruiting. This liaison
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is only intended to pass along the written information about my study to women who meet
the criteria.
If you should have any questions or concerns regarding this project, please feel free to
contact either myself or my thesis advisor by telephone or email provided below.
I will be in touch in the next couple of days in order to clarify any questions you might have
and to find out if you are interested in participating.
I would like to take this opportunity to thank you for assisting me with this part of my
research. I would be happy to provide you with a copy of the final report and will put an
acknowledgement to you in the final work, though I will not disclose to anyone which or if
any of the participants are affiliated with a given PCH.
Thank you very much for your time and consideration in assisting me with this research
project.
Sincerely,

Colette Pancoe
Social Work student

Phone: 453‐6164
Email: colettepancoe@yahoo.com

Thesis Advisor:
Kathy McKnight
Professor,
University of Manitoba
Phone: 474‐9292
Email: mcknight@cc.umanitoba.ca
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Appendix M – Follow‐up Phone call to liaisons
Hi, this is Colette Pancoe; I am the graduate social work student who spoke to you the other
day about your participation in helping me identify women eligible to be recruited in the
study I am doing as part of my thesis. I (faxed/emailed) over the summary of the project
(Appendix L), your script (Appendix D), and project flyers (Appendix E) for eligible
participants a couple of days ago. Have you had the opportunity to look at them yet?
IF NO:
Are you still interested in helping out with the recruitment process? I can call back on (give
date) in order to give you some more time to go over the material, would that be better for
you? (Arrange alternate date for phone follow‐up)
Thank you for your time, talk to you soon.
Goodbye.
IF YES:
Do you have any questions at all about what you read? I just wanted to be clear that you
are not expected to do any recruiting and as you can see, I have prepared a script of what
you would say in order to emphasize to the women that the PCH isn’t involved in the
recruitment process and would have no knowledge of who is participating or what is being
said during the interview. This liaison is only required to pass along some written
information on my study to women who meet the criteria.
Do you have any questions about the research project?
Thank you again for your assistance with this research. I would be happy to share the final
report with you if you are interested, and as the letter mentioned, I will include an
acknowledgement to you in the final document.
If you should have ay further questions or concerns, please do not hesitate to call either me
or my thesis advisor. Our contact information is on the letter I sent you.
Goodbye.
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